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COURSE OBJECTIVES

AMEDD clinical psychologists practice in a wide
variety of settings to include MEDCEN or MEDDAC Psychology
Services, Community Mental Health Services (CMHSs),
division consultation sections, and at numerous DOD,
OTSG and MACOM staff levels. Topics included in this
year's course reflect this diversity. The conference
program was designed to accomplish the three objectives
of the course:

--To promote knowledge and understanding of
the significant issues and problems facing
the Army with which military psychology must
be concerned.

--To devise innovative ways for AMEDD Psychology
to meet the challenges of, and produce solutions
to, anticipated problems.

--To provide a forum for continuing education,
exchange of new ideas, and maintenance of
high levels of professional competence for
military psychologists.

Paper presentations/workshops/symposia cover such areas S
as current professional issues in the field of military psych-
ology, consultation/prevention/education programs, current
issues and instruments in psychological assessment, innovative
therapeutic techniques, and professional and paraprofessional
mental health training.
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that are approved under the Federal Property Mlanagement Regulation or meet the
requirements of Title 44 U. 5. Code for documenting, safeguarding and disposing
of acquired psychological test data. Documentation, maintenance and disposi-
tion of data and reports eventuating from psychological test usage must comply -
uith lauful files administration.

Q: Why are other bone fide behavioral science professierrals conspicuously
omitted from Appendix B of the regulation?

A: Other; are "conspicuously absent" because the Regulatio- is intended to
inform readers of occupation/specialty titles having official delineated duties
in this area. The military and civilian personnel categories listed are in
accordance with CPO job classification standards and military personnel 55/105"
gui idance.

Qi: If there is no qualified psychologist assigned to an f lT, uhat can be done
to maintain the provisions of this Regulation? fan the hospital hire a
"cii1ian consultant" to do the professional functions?

\: \o, a 'consultant" is rot, by law, to be utilized for provisions of
clinical services. Federal Personnel M.anual, Chapter 304, specifies that
consultants are neither to perform nor supervise the performance of operational
functions. The local hiring of a "contract" health care provider psychologist
is a different matter. Perhaps the best approach uould be to defer any use of
these procedures uithin the HlF, secure the instruments, arid request guidance
from a qualified psychologist assigned to a supporting "back up" or neighboring
NiF. The Regional or !SC Psychology Consultant could also be contacted for
assistance in coordinating this support. Recognize that a "curtailment" of
services requires official approval from higher headquarters.

Q1: Carn other approved users provide the direction and review funct ions of the
psychologist official'

A: No, not unless he,'slhe is a qualified psychologist. The legal, adrn jistra-
tive and professional accountability for these funct ions must rest on the
shoulders of professionals defined ard recognized by lauful statutes as isv.irt

app licable expertise in this area.

1 : People are usinq these kinds of procedures all over pus, orsi MsIr ttt
n ut t)rity of the HFlDCEN/HEl)DAC. Does this Regulation diree(l tire ci ni[Jnl on :11
psyrcholoqical test use on an installation?

A: If the installation is under t!fC authority, yes (i.e., T AfIC', ISUlf\ ,,,
It. Detrick,. Otherwise, the answer is no. An HSC Requlati nn l a Ir',a
';r'op, of applicability to HtC Subordinate Activities. 1'ev inns; CImiMrts ,hn t
the 'Tew, sprribiliti's" section offers a possible "avenue of Ilocal I iaf le vel
[nf Ir- '" t at the Director of Health Services has ii simmu, of t In= mat hets.
1t htrruld hi' mentioned also that the final recommended Dint r idbu i("i list rfl
tf ti ,; Leqliat ion includedl the 5urreons of all tajor 11tirririd. . leri' * a
f1At(i 'utl'llrrs are to be informed aborut the rnecessity Fir runt ril "vu; iu ust
!)f te-' in,;t rrmerrl s, arid th'eir support in thi'n effort at the crth1 r Q re: r r

a a tla inn.; i s encou r aged.
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A: Because usage of these specialized test procedures must be in lawful
compliance with recent court decisions. There is no intent to claim tnat
psychulogists are the sole competent group in the field of human behavior.
Iii point of fact and to the contrary, the Regulation has provisions to permit 0
professioiials, outside the psychology career field, to use psychological test
procedures. The Regulation does not exclude all helping professions outside
psychology from "asking questions to their clientele which aim touard
measuring behavior or giving a 'test'." To do so would indeed be an inappro-
priate overexclusion. Qualified health care practioners have been asking
questions, commenting, appraising and formulating impressions of' "psychol-
logical" components over the years based on their professional training and
experience. When it is desirable and applicable to use in HIF functions the
specialized procedures defined as psychological tests, every effort is to be
made to ensure their proper application and use. Provisions of health care
must be assured to involve the highest qualitative levels of available and
applicable professional expertise. Clinical Psychologists, qualified by 0
doctoral level training and experience, are defined and recognized by lawful
statutes and guidelines as discrete specialty health care professionals.
It is advisable that MIfF Quality Assurance programs be afforded the profus-
sional and staff advise of available legally recognized experts in psychol-
logical testing matters.

0: Why is it necessary to impose "unnecessary controlling conditions" on
these materials? They are generally harmless laboratory procedures unlike
others; i.e., X-Rays, urine, blood samples, etc.

A: the effect of taking these tests and their resulting data are not benign.

f;enerally, health care providers have not been trained in the clinical .s3ig-
nificance of the variations from standards and norms fc different patient
populations. The clinical "values" and "profiles" received from these proce-
dures are qualitatively different from reports of "lab studies" typically used
in medicine dispositions. Also, "controlled conditions" for these materials
are needed in the prevention both of patient rights infringement and of
departures from lawful "duty of care owed" a patient in a medical setting.
Ihese are of primary concern. But in addition, the "conditions" in effect
iiicorporatus medical records guidanice arid applicable elements of current
accept od professional practice standards that influence the legality of
psychological test usage and resultant reports.

UJ: ['hiapl;,inms, assigned to the Department of Hinistry arid Pastoral Care,
[irivide counseling to people and may use tests that could be considered

i ,}ological. fHow does this Regulation effect this type of practice?

A: I~lhi; kegulatinn pertains to use and control of psychological test mate-
; i(,d doe not address within its scope t e domains of "counseling""."

i mei ,it ion, therapy, or" treatment . If procedures used by Chaplaii s, or by
i , h e!tr pe",u rno ass igned to a HIF, meet the legally recognized dUF iiii-
ti fit 1 Psychological lest, suct usage i,; considered a proffssiunil act i\it\

.iuto' the provisions of user professional qualification apprais l arid use
pm u aV 1 Of the Regulation. Also Chap[lin 5ections wiLhin [.] Isi (Departmornts-

of fljr ,Aity Anid Pastoral Care) do not have legally authorized records or f i es

14 S



11")C Psychology Consultant. Staff level concerns about micromariagement had to
be addressed by insisting that command coordination of regional psychological
assets was required in the endeavor. The letter, "Appointment of Psychologist
Official," went to the field, dated 17 July 1984 (See Appendix C). Then my
phone began to ring off the hook. _

Stepping Out

The ways in which psychologists began to step forward, with regulation in
hand, to attempt to implement the regulation vary. Some have used Daily
Bulletin and Professional Committee meeting announcements, in addition to
having briefing and plamrng meetings with Deputy Commanders for Clinical
l;ervices arid Chiefs of Patient Administration Divisions, Logistics and Comp-
trollers. The psychologist consumer in the field now have authority to allow
their efforts and strategies to meet local needs.

Recurring Issues 
0

In the course of trying to implement this official guidance, it was soot)
discovered that the same questions were being posed to psychologists that had
been previously wrestled with in the formal and informal systemic staffing
during the drafting stages. What follows are responses to questions that

"worked" once, and maybe a couple of more times by members of this audience. 
0

Q: Ohy not just create a list of the procedures that are to be considered
"psychological tests" within the scope of the Regulation? That would simplify
tihe definition and identification questions.

A: A by-name listing statement of the "number of (relevant) psychological e
tests," which are marketed and commercially distributed, runs the risk of
Command indorsement interpretation and appearance. But more importantly, the
status of appropriate professional use of these procedures changes in various
situations, with various beneficiary populations and with ongoing clinical
applicabilit research literature. And, in the case of some instrument
editions, their status are apt to change with present deliberation by the 0
courts regarding their legality.

fience, ,;uch a listing is not advised. It was on HSC Staff Judge Advocate's
guidance that the present definitional elements of a "psychological test"
were included as necessary and sufficient. This definition is extracted from
the currently recognized professional authority documents and case law which,
h the Frey decision (Frey 293 F 1013 (D.C. Cir 1923), has been and would be
in fact !sed in court proceedings. Definitions would be obtained from cur-
rentl[ recognized professional standards in the practice of psychology, and
100 in the Army h\ reference to this regulation.

J: A -ariet of health care providers, other than psychologists, are compe-
tent in the field of assessing human behavior and have been asking patients
questions about psychological factors for years. This is not the exclusive
domain of psychologist.s. Why is it necessary to have a Regulation on this
,it j1c t3?

0
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Time since doctoral degree attainment; time since award of military psycholo-
gist SSI (and Additional Skill Identifier) or of civilian Psychologist GS-11
and above, 180 Series position placement; acquisition of recognized advanced
psychology specialty training, board certification, licensure are all legit-
imate factors to be considered in decisions of selection and delegation of
the "Psychologist Official" within an HSC Activity, Region or Area.

In the "Policy" paragraphs, the psychological evaluation function is
clearly elevated above and beyond the realm of "just another set of lab pro-
cedures to be ordered." Use includes a professional role verses an ancillary
technician role. There is reference to the wide impact that these procedures
have on clients/patients, to the potential for harmful misuse, and to
prohibitions of unqualified users. The delegated responsibility to direct
testing is exclusively that of qualified psychologists. There are provisions
for other health care professionals to use these procedures with formal
approval (Credentialed privilege after review by "psychologist official").
General guidelines are given to assist in determining other users' qualifi-
cation;. Compliance with APA "Standards, Ethical Principles, and Specialty
Guidelines" in testing is now an HSC regulation matter, with the influence of
law under the Uniformed Code of Military Justice. Adherence is vital for
Health Services mission. Individuals are alerted to the variety of possible
consequences of unlawfully breeching these guidelines.

In the "Procedure" section, you will note that the term, "psychologist
official," is used throughout, and in one instance the terms, "delegated,
responsible psychologist official,"were intentionally employed. The original
plan was to allow psychologists to use this phrase for recommending the --

publication of official "Additional Duty Assignment" orders, or like instruc- 0
tion, from their local authorities.

Silent Machinery

When the regulation was distributed, the anticipated response was not --

received. In fact, in numerous conversations with psychologist callers over
the first months, it was reported that they had not yet even seen a copy of
the document, which had particular pertinence to them.

I began to surmise that full distribution was somehow being held up
locally, and my fantasy was that the copies were simply being filed for
incubation in obscure Adjutant's regulation libraries and at Departmental S
Office levels. The situation was unacceptable when promulgation of official
policy, etc. was incomplete. Privately, I side-stepped frustration and began
to search for ways to effectively get the word out.

Rather than calling all Chiefs of Psychology Services, I decided on a
method to not only insure its distribution to proper levels but also, if 0
chance would have it, initiate dialogue in each of the psychologist's
respective arenas. The plan was to draft an HSC Command Letter which tasked
each MIF Commander to officially designate a local "Psychologist Official" to
implement the regulation. And a copy of these orders were to be forwarded to

-1
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including all Departments/Services of' Medical Treatment Facilities (MIF),
irqeons of all major commands, the Physical Disability Agency that processes

medical boards, and the Army Research and Development Command. And incidern-
tally, the Command Editor also helped me to finally reduce the reading -
level to Grade 15, and sunported publication by waiving the eleventh grade
requirement for regulations due to the professional and legal concepts used.
Now on to the internal content of the regulation. In the "Terns" sectioll,
the definition provided for a "Psychological lest" is an amalgamation from
APA official publication statements that, by the way have been used in recent
court actions. You will notice that, by specifying "subjective distress" ard •
"individual impairment" (which are the basic two criteria for "disorders"
under DSH III), psychologists' diagnostic expertise is assumed. (A more
definitive statement about authority to "diagnose" must await subequent
requlatory approval.) The added "identifying criteria" statements were
purposefully connected with the grammatic conjunction, "or," at the recom-
mendation of SJA to allow "psychologist officials" discretionary latitude in 0
their control responsibilities. "Authoritative references" can be our
discipline's standard academic and professional texts (i.e., Anastasi,
Cronbach, Nunnally, Rapaport, Lezak, Wolman handbooks, etc.) or others (i.e.,
fiuros' 8th Yearbook and its Table 8). Three general categories of procedures
were excluded, not because psychologists have any less expertise in these
areas but because these types of instruments are not necessarily and directly O
related to "mental disorders or disturbance and physical diseas;e or disabil-
ity". and it would be impractical for psychologists to be held accountable for

their use.

The definition of "Qualified Psychologist" was extracted both from the

U. S. Office of Personnel Management Qualification Standards, Psycholog> 0
Series (GS-L80), Jan 1969, TS-122 and Apr 1978, TS-165 and from Appendix [,
AR 40-1. These references, you must realize, deal with the qualification of'
civilian personnel. We used this statement in order for the regulation to be.
consistent with OPM requirements. This definitional paragraph should be
considered as necessary but not sufficient (or all encompassing) for other
official purposes (i.e., as criteria for local professional privilege
credentialing of clinical psychologists).

In the "Responsibilities" segment, the functions of the I)irector of
lealth Services (the current position title for "Post Stm Jijeon") a'e mt)nf J d
to provide an avenue of staff level influence in those ins-tances of If,t u !;t se
outside the r.TF that are viewed as "conditions affecting Lhe health of the
command" (or individuals within the command) and "matters concerning the
delivery of health care services." The Deputy Commander for (linical Services
(the new position title for "Chief of Professional Services") is informed
that psychological test programs fall within the domain of professional
activities under the general control of that office. The quality and nafim(,
of the Department of Psychiatry Chiefs' review responsibilities does not
include technical speci alty concerns with respect to this subject, and the
scope of influence is circumscribed to the Department. Psychologists; are to
be responsible for professional and staff' advice, direction and control.
"Professional seniority" does riot neces;arily equate to ra k/rad ,c nioity.

11 "
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The legal experts were very supportive from the beginning and were
available at times of need when later hassles in staffing actions were en-
countered. Basically, I felt that, if I could establish a foundation in
legal precedence and case law, any tribulations along the way could by and
large be circumvented. It was my hope that, when problems arose, I could
simply reply, "It was only fair and just; and, by the way, a matter of law."
In point of fact, when the draft regulation made its rounds for preliminary
staffing, you better bet that I saw to it that a copy of the SJA's strong
concurrence was conspicuously attached. As it was, this emphasis merely
elevated the need of such a regulation into prominence. The actual wording
had to be hammered out, bit-by-bit, with numerous staff officers along the
way of the reviewing maze.

It should be mentioned that the original draft was reviewed, prior to
its entry into the HSC staffing complex, by senior Psychology Officers and
their staff from seven Medical Centers, two Medical Department Activities,
and the Academy of Health Sciences with resulting endorsements. The draft
also incorporated SJA guidance in the specific language of the definitial
elements, and I was insistent that the major elements of current and accepted
professional practice standards not be tampered with, thereby maintaining
legal conformity in the use of test materials.

In the seventeen months gestation period, from planned conception to
breech birth in May 1984, a host of interprofessional and administrative
wrestling matches took place, the not even least of which was the fact that
the basic format for regulations underwent change (in the labor room), and
the reading level was judged too high (Grade 22) and,hence,unacceptable for
publication (or birthing in the Delivery Room). And these had to be dealt S
with, after much work had already taken place to navigate over the inter-
professional rough terrain, which at times was personified in retorts of,
"Not only no, but hell no ... no way!" Some of the maps used to transverse
this journey's chuck-holed roads will be addressed later in a discussion of
some of the staff questions that were asked and responses that were given.

The Product

The final regulation, entitled, "Use and Control of Psychological Test
raterials" (Ut'SC Regulation 40-3; See Appendix B), includes definitions of
terms, responsibilities, policy, and procedures of significance to health
rare psychologists. It should be noted that it was finally designated on
extr(,mely low "40 Series" regulation number by the HSC, Chief of Staff Office,
at a time when other regulations were receiving "40-200+" numbers. It was
this Office also that changed the original "possibility of local supplementa-
tiorn" to the present condition of "prohibited supplementation." fly informal
,;ources report that the legality of the content apparently influenced these
"birthing process" decisions. •

(ne additional introductory item should be noted about the distribution
tiefor(, comments are made highlighting the content itself. Note that the
rejtIl;lt ion uas sent to just about every conceivable place with a need-to-know,
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Deputy Staff Judge Advocate (SJA) at HSC. This interaction was extremely val-
uable, much like that with a superb travel agent. Out of our initial half-hour
conversation and brainstorming came a shared and growing appreciation for the
need to insure both the protection of beneficiary rights and the lawful 0
discharge of the health care system's responsibility and "duty owed" patients.
Out of our roving ideas came the voiced concepts of "professional misrepre-

sentation of misconduct, unlawful invasions of privacy, negligence in private
information safeguards, and discriminatory health care practice." These were - -

biggies! They were also at the heart of some very "hot" tort law matters at
the time.

It was at this meeting that the service from the FLIGHT (Federal Legal
Information Through Electronics) Center in Denver was discovered. I was
encouraged, as a Major Command consultant to call the Center directly
(AV 926-7531) and ask for "Search Reports" on Federal District and US Supreme
Court cases pertaining to any references in the usage of psychological tests. 0
The answering attorney helped me to elaborate my need and come up with
alternate search constructs. Within three duty days, I began to receive a
series of computer print out pages of court case references, a summary of
issues for each case, and a 4-5 line extract of narrative transcriptions sur-

rounding the selected search concept. An absolute gold mine was at my
fingertips and I enjoyed the tedium of syphoning through those reports for

relevancy to my need.

I was now prepared to approach my journey fortified with the knowledge
that I could provide evidence about the status of health care delivery by
psychologists and that the use of psychological tests had been subject to
close scrutiny in the courts.

I was able to show that these matters have involved violations of the
Constitution, the Civil Rights Act, the Education of Handicapped Act, the

Rehabilitation Act, the Sherman Act, and the Social Security Act, to mention
a few, as well as alleged labor relations practice and employment discrimi-
nation (in hiring, promotion, training and job selection by race and sex).
The manner and conditions of control and confidentiality of psychological
test program results and of test security maintenance by psychologists were
also reviewed in court decisions.

It was also found that the judgments of the courts were primarily based,
as best as I could decipher, on whether psychological procedure applications
had been employed in a manner acceptable to current professional practice.

And "Bingo," the legality of use of these tests repeatedly hinged on con-
formity to APA's Standards for Educational and Psychological Tests and the
"Ethical Principles of Psychologists." I was now "hot-to-trot" and begin
my trek.

I met again with my SJA cohort and shared with him a categorized listing

of cases (See Appendix A) supported by a folder of pertinent FLIGHT Search
Reports. I even found myselfrummaging through volumes of the tSC, SJA Legal

Library during off duty hours. What a trip this had become'
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In the meantime, the corporate marketplace permitted test materials to be
widely purchased and dispersed with only minimal checks on supervisory con-
trols. The American Psychological Association (APA), recognizing many of the
inherent control difficulties growing in this area, adopted for publication -
the Standards for Educational and Psychological Tests, which has been profes-
sionally recognized as the universal, authoritative document, together with
the "Ethical Principles of Psychologist."

Then when the literature began to publish articles about the use of psy-
chological tests being the subject of numerous State, Federal District, and
Supreme court decisions, incidents of knownabuse in test usage in the civilian
sector and the AMEDD began to surface and filter among psychologist colleagues,
who soon realized that they were generally impotent to affect local changes
pertaining to, and acceptance of, their professional standard mandates to safe-
guard the employment of these instruments. Nevertheless, psychologist pro-
viders continued to be persistent in attempting to exercise their professional S
obligation to insure safeguards. And in most cases corrective actions were
initiated.

An Avenue For Solution

As the author, now as Health Services Command (HSC) Psychology Consultant,
began to compile a record of observed and reported incidents of known test
misuse, it became increasingly necessary and important to address these long-
standing problems head-on. What apparently was lacking was an authoritative
directive about psychological test material usage and control, a regulation of
some kind that would enable psychologists to have an official say in the
matter. It was conceivable that such a directive would be even more possible .0.
in the AMEDD than in the civilian sector.

But how was such a document to be legitimately justifiable to seemingly
uninformed and unappreciative authorities? What specific testing issues needed
to be the focus of attention and addressed? What kind of difficulties were to .. -

be anticipated for surmounting in its acceptance toward final staff approval
at HSC? And parenthetically, what additional matters could be written into
such a document, to clarify and resolve other nontest-related professional
concerns, without jeopardizing its overall chances of ultimate approval?

This indeed was shaping up to be a grand adventure, which could have
ultimately even ended in futility. But at the outset in January 1983, when 0
personal schemes were entertained to maximize the opportunity of a successful
voyage, it came to mind that oftimes I had noticed that the health care system
more readily accommodated itself in the past to changes, if such changes were
tied to the requirements of law.

Necessary Collaboration S

Burdened with my list of test misuses and only a vague recollection of
the partial substance of a few American Psychologist articles and "Judicial
Notebook" citations from the APA Monitor, I went knocking on the door of the
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Use and Control of Psychological Test Haterials:
The Development, Implications, and Effects

of a New Health Service Regulation*

LTC David H. Gillooly, Ph.D.
Brooke Army Medical Center

Abstract

Over the years Army Medical Department health service providers
in psychology have been persistent in exercising their professionlal 0
obligation to insure safeguards in the use of psychological assess-
ment tools in research and clinical settings. Notwithstanding,
incidents of misuse of these techniques continued to be reported to
consultants by colleagues in the field. It became increasingly
necessary and important to address these problems head-on by promul-

* gating regulatory guidance effective throughout the command respon- 0
sible for health services delivery (115C Reg 40-3). This paper
presents an overview to highlight the tribulations of psychologists,
the influential and cooperative relationship with legal experts, and
the behind the scenes efforts that produced the attainment of a
milestone for the Army psychology program. Major advances in policy
clarification are addressed and official responsibilities are "
delineated with regard to usage direction and the control of these
instruments. Commentary is provided that elaborates on specific
sections of the regulation, on procedural implications for psychology
services, and on the rationale and justifications successfully used
in responding to systemic and interprofessional inquiry. A categor-
ized listing of Federal and Supreme Court cases involving psycholog- S
ical test use is appended.

Introduction S

Ever since the early sprinq of 1967, uhen the author first arrived on the
Army edical Department (AMFDD) scene as the last "direct commissionec"
masters-level "Psychology Assistant" and was assiqned to the old Medical Field
Service School to train the then enlisted "Psycholoqy Technicians" (1OS-91G)
to assist doctorally trained Clinical Psychology officers in Lhe acquisition 0
of psy'chodiagniostic interview and test data, limitations of responsibility in
testing by subdoctoral psychology-related personnel had been espoused. Over
the course of years, the Psychology Assistant officers were phased out of tLhe
personnel system and the Psychology Technicians were combined with the Social
Work Technicians, and are now called "ehavioral Science Specialists,' who enter
the field havinq obtained little or rio training in psychological test adminis- 0

tration arnd scoring.
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Delmont Morrison, PhD

"Assessment of Pre-School Aged Children"

Dr. Morrison (University of Washington, 1963) is presently a clinical
professor in the Department of Psychiatry, and clinical psychologist in

Child & Adolescent Services, at Langley Porter Psychiatric Institute in
San Francisco. Dr. Morrison is currently conducting research in the area

of perceptual deficits in learning disabled children. (415) 681-8080/Ext. 275

Sam Pirnazar, PhD
Jane Hach

"Computerized Psychological Assessment"

Dr. Pirnazar and Ms. Hach are representatives of National Computer Systems (NCS),
one of the leading companies in developing, publishing, and distributing
integrated hardware-software systems for scoring and interpreting psychological
tests. They will present the latest developments in automated assessment

utilizing the Millon tests, the MMPI, and other instruments. (202) 296-2223

Robert Sbordone, PhD

"Subtle Neuropsychological Deficits

In Head Injured Patients One Year Post Injury"
"Differential Diagnosis of Dementia"

Dr. Sbordone is co-director of the Orange County Neuropsychology Group, and

assistant clinical professor at the University of California-Irvine School of

m"""Medicine. He completed an NIMH post-doctoral fellowship at the UCLA Brain

Research and Neuropsychiatric Institutes, and is currently a diplomate of

the American Board of Professional Neuropsychology. He has published extensive-
ly in the professional literature, and is widely recognized for his expertise

in closed head injury, dementia, and cognitive rehabilitation. He has
developed numerous computer-assisted programs for the assessment and rehab-

ilitation of cognitively impaired patients. (714) 841-6293

R. K. Janmeja Singh, PhD

"Consultee-Centered Case Consultation"
Dr. Singh (Boston University, 1965) was trained in consultation at the Harvard

School of Public Health with Dr. Gerald Caplan. He has consulted with many
public agencies and private corporations, includinq Letterman Army Medical

Center since 1972. Dr. Singh was as;istant director of the Center for Training
in Community Psychiatry (Berkeley), and currently is director of Human Growth

Systems Institute. He is a member of the clinical faculty at the University
of California San Francisco Medical School, and an adjunct faculty member of
the California School of Professional Psvcholoc(y-Berkeley. (415) 839-2772
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1). School - Discrimination in Special [ducation:

(1) Larry P. v Riles, 495 F. Supp. 926 (N.D. Calif. 1979).

2! Parents in Action on Special Education (PASt) v Flannon, '06 F.
Supp. 331 \\.D. Ill. 1980).

> 3 Papacoda k State of Connecticut, 528 F. Supp 68 (D. Conn. 1981).

4. REIIAILITATION ACT

Anderson v Banks, 52G F. ".upp 472 (S.D. Ca. 1981).

5. SHEIRlAN ANTITRUST ACT .Psvchologists' Independent Application of Psychological
Lvaluation Techniques)

Virginia Academy, Etc. v Blue Shield of Virginia, 469 F. Supp. 552
.0. \'a. 1979); 501 F. Supp. 1232 (L.D. Va. 1980).

6. SOCIAL SECURITY fC (Disability Impairment Definition)

(a) Paskowski v Finch, 316 F. Supp. 1050 (W.D. Penn. 1970).

"b) Neumerski v Califano, 513 F. Supp. loll (E.D. Penn. 1981).

7. lABOR RELATIONS (Security and Control of Psychological Test Program arid
Resu l ts)

Detroit Edison Co. v National Labor Relations Board, 560 F. 2d 722 (6th Cir.
197H), vac, 99 S. Ct. 1123 (1979).

19

• . . . . . . . .. • .. . .•. % ..- , - .. , . , . . . .. . , . .. ,- .. -... . . .,. . . . .. . .. - - , 7 .



Appendix [B HSC Reg 40-3

DEPARTMENT OF THE ARMY
HEADQUARTERS, UNITED STATES ARMY HEALTH SERVICES COMMAND

Fort Sam Houston, Texas 78234
Regulation

No. 40-3 8 May 1984

Medical Services

USE AND CONTROL OF PSYCHOLOGICAL TEST M'.TERIALS

Supplementation of this regulation is prohibited withol't prior approval from Headquarters, US
Army Health Services Command (HQ HSC), ATTN: HSCL-C.

1. PURPOSE AND SCOPE. This regulation prescribes HSC policy and procedures on the use and control of
psychological test materials. This policy applies to all HSC activities.

2. OBJECTIVE. The objective is to identify a class of specialized professional materials and to pro-
vide guidance in the proper management of services using psychological test procedures.

3. EXPLANATION OF ABBREVIATIONS AND TERMS.

a. Abbreviations.

* HQ HSC ...... .................. .Headquarters, US Army Health Services Command
MEDCEN ...... .................. .US Army Medical Center
MEDDAC ...... .................. .medical department activity

b. Terms.

(1) Psychological Test. Any standardized assessment device, test or inventory, designed and
used for understanding and diagnosing the nature and causes of, and for predicting and reducing the
following effects of, mental disorder or disturbance and physical disease or disability: subjective
distress, individual impairment, and psychological and emotional factors.

(a) This includes tests which focus on the following features of mental disorders or distur-
bance and physical disease or disability:

I Cognitive and intellectual abilities.
-- S

2 Aptitudes.

3 Emotions.

4 Motivations.

5 Personality characteristics.

6 Psychoneurologic functioning.

7 Academic skills and educational achievement.

8 Other aspects of human experience and behavior.

* (b) The following added criteria are given to aid in identifying a procedure as being a
psychological test within the scope of this regulation. The test has been:

20
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HSC Reg 40-3

I Involved in appellate decisions of the Courts of the United States, or in the decisions of
their admii strative agencies, both federal and state, that define the admissibility of clinical, coun-
seling, school, or industrial psychologists' test results; or

2 Developed by psychologists applying principles, methods, and procedures of the science of
psychology-in test construction; or

3 Introduced to, or routinely evaluated in, professional psychological practice by publica-
tions authored by psychologists in recognized clinical, counseling, or consulting psychology or medical
literature; or

4 Listed or reviewed in authoritative references either of psycklogical testing and eval- •
uation or Jf mental measurements classified as individual achievment, intelligence, aptitude, per-
sonality, psychology, or neuropsychology; or

5 Obtained from vendors making known that sale is made in adherence to the ethical standards
of the Ame-ican Psychological Association.

(c) The following types of procedures are excluded from the scope and intent of the

"Psychological Test" definition of this regulation:

I Surveys and questionnaire formats used in measuring group attitudes and interests.

2 Surveys and questionnaire formats administered for purposes of assessing an individual
patient's -ocial relationships (i.e., marital and family) or pediatric developmental milestones and
schedules.

3 Instruments solely measuring occupational interest or choice, roles or skill performance)

and vocational adaptation or leisure.

(2) Psychological Test Direction. This means the technical and operational management,
control, supervision, instruction, and guidance of the actions of individuals, or of the operations of
services, pertaining to psychological testing. Psychological test direction is a functional respon-
sibility of the delegated psychologist official and includes the legal, administrative, and pro-
fessional accountability for such services.

(3) Qualified Psychologist. A person having an appropriate degree (doctoral for clinical
psychology) from a regionally accredited university or professional school providing an organized,
sequential clinical or counseling psychology program in a psychology department or unit of a pro-
fessional school. The person has acquired supervised training (12-month internship for clinical
psychology) that is directly related to the functions to be performed and services to be provided.
Doctoral education programs and other professional training and internship )rograms accredited by the "
American Psychological Association, or evaluated as acceptable bv The OffiLe of The Surgeon General,
are recognized as meeting this definition.

(4) Test Administration. Orally, manually, or electronically giving a test, or portion
thereof, to individuals following standard or altered method and instruction.

(5) Test Scoring. The manual or electronic tabulation, compilation, or summation of derived
test data in accordance with developed standards, criteria, norms, and methodology.

(6) Test Users. Individuals who choose tests, interpret scores, make decisions, make dispo-
sitions, render reports, or who conduct experimental studies, based on test scores or results.

21
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HSC Reg 40-3

4. RESPONSIBILITIES. Responsibilities are as follows:

a. US Army Medical Center (MEDCEN) and medical department activity (MEDDAC) commanders, for
ensuring installation director of health services functions.

40
b. Deputy comnander for clinical services, for general supervision and control of professional

activities to include psychological test and assessment programs.

c. Chief of the department of psychiatry, for review of work methods and operational procedures

within the department.

d. Chief of clinical psychology services or a psychologist assigned to a community mental health
service as appropriate by professional seniority, for advising in professional and staff matters. This
includes directing the use, security, and quality control of psychological test instruments in the
functions of patient care, clinical investigations, and community consultation and prevention.

5. POLICY.

a. The use of psychological test and assessment procedures within HSC is a professional health
care function and clinical service.

b. The content of psychological tests includes sensitive, private, and confidential information.
The processes of obtaining, recording, and reporting of this informa ion affects individuals and their
lives or careers. Every effort will be made to ensure those procedu.es and test reports are not
misused. The use of psychological testing techniques by unqL lifieu persons is prohibited. Guidance
in the use and control of these procedures ensures that health care beneficiaries receive relevant and
effective evaluation and disposition.

c. Only qualified psychologists, de facto as a group (see paragraph 3b(3)), are authorized to con-
duct and supervise psychological testing. Psychological tests are administered, scored, and
interpreted only in situations having the professional supervision and accountability of a qualified
psychologist. Requests for exceptions to this policy will be reviewed individually by the HSC
Psychology Consultant (ATTN: HSCL-C).

d. Othe- psychological test users must demonstrate documented formal training, skill under super-
vision, and working knowledge of both test measurement principles and the literature relevant to the
test(s) employed. Nothing in this regulation is intended to prevent the use of psychological tests by
health care professionals who demonstrate appropriate training, skill, and knowledge in their use and
who are formally approved to do so.

e. The use of psychological test procedures will adhere to the professional requirements set forth
in the publications of the American Psychological Association entitled "Standards for Educational and
Psychological Tests," "Ethical Principals of Psychologists," and the "Specialty Guidelines for the S
Delivery of Services by Clinical, Counseling, Industrial and School Psychologists."

f. Nonadherence to the policies and procedures of this regulation may jeopardize medical, legal,
and administrative actions based on or supported by test results. Nonadherence can also raise issues
ranging from professional misrepresentation or misconduct to unlawful invasion of privacy or negligence
in the safeguard of private information to discriminatory health care practic."

6. PROCEDURES.

a. To insure proper use and security of psychological tests and safeguard of resulting data and
reports, procedures listed at appendix A are to be maintained. All arganizations must request guidance
from the locally delegated, responsible psychologist official before purchasing and/or using any such
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tSC Req 40-3

test procedures. In the absence of a locally available and qualified official, these matters will be
referred to the appropriate MEDCEN health service region consultant in psychology.

b. Purchase requests for psychological test equipment or supplies should include a statement of
* need OiterrOnation and use approval by a qualified psychologist prior to final fund certification and
* approval siqnatires.

c. Psycholoqical test use warrants medical treatment facility quality assurance program inclusion.
Appraisal and review functions are to be provided by the responsible psycho'ogist official.
Psycholnoical test interpretation and reportinq will be performed only by 'idividuals who are qualified 0
and oranted privileqes to do so by the MEPCEN/MEDDAC credentials committee. Qualification guidelines
for ncr,ipational specialties typically involved in psychological testingj are at appendix B.

d. The use of computerized psycholoqical test administration, scoring, and interpretation services
is to hn considered a professional-to-professional consultation requiring the direction of a oualified
psvcholniist.

e. Local aqreements may be set up to promote general familiarity and appreciation of psychological 0
test usane in clinical and consultative services, medical education and training, and clinical investi-
qation. These arranqements are subject to the approval of the responsible psychologist official. They
shoull clearly include the conditions listed in appendix A.

f. A qualified psycholoqist will review for technical accuracy and appropriateness any documents
or reports that:

(1) Cite psycholoqical or neuropsychological studies, testing, evaluation, or like terms.

(?) Are submitted for consideration in health care disposition, administrative boards, or
Medical Fvaluation Roards, includinq sanity boards.

n. In Medical Roard action specialty consultation from a qualified psychologist should be obtained
whn n a patient's personal, social, and industrial impairment is shown by objective findings obtained -

frot, psvcholoqical testinq. 0

h. Further quidance reqardinq instances not included in this regulation should be obtained from
psvch,!,)qist officials who are available to medical treatment facilities.

23S
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APPENDIX A

SUPPLEMENTAL CONDITIONS OF PSYCHOLOGICAL TEST USE

The following conditions supplement the basic procedural guidance for psychological test 0
equipment, data, and reports:

1. Test instruments, methodology, materials, and equipment:

(a) Are permitted limited access only to persons with professional interests who safeguard their
use and security.

(b) Are secured under locked storage when not in use.

(c) Are not allowed uncontrolled release or departure from physical premises of professional ser-
vices or agencies.

(d) Are not reproduced in any fashion.

(e) Are not described or displayed to others in ways that might invalidate the technique. S

f) Are not to be administered to, or practiced on, the general public, including family members
or friends. (It is acknowledged that naive subjects may be used in approved training programs.)

(g) Are used only in situations having established formal and local referral procedures to either
a qualified psychologist or to other mental health professionals.

(h) Are subject to control, recall, and use under the direction of the responsible psychologist
official.

(i) Are disposed of by locally appropriate destruction means when they are no longer usable due to
obsolescence, defacement, or state of disrepair.

2. Acquired raw test data, test scores, and user aid documents (i.e., test answer sheets, profilej sheets, score summaries, or inference notes):

(a) Are released only to persons who are qualified to interpret and use them properly, and such
release is closely supervised by a qualified psychologist.

(b) Are subject to access and disclosure procedures of AR 340-21 and AR 40-66, if a patient or . "
client requests copies of documents that result from psychological te'ting. Decisions of release,
access, and interprofessional transmittal will include:

(I) The judgment of adverse affects on the indlvlduai's mental health.

(2) The dispositional advice by the psychologist official in collaboration with the attending
physician or the chief of the department of psychiatry.

(c) Are to be reported in official medical records or administrative or legal correspondence only
with technical guidance, review, and approval of a qualified psychologist.

(d) Are maintained and disposed of in accordance with AR 340-18. When, and if, documents
described in paragraph 2 (acquired raw test data, test scores, user aid documents) are found in inpa-
tient treatment records, outpatient treatment records, health records, consultation service case files,

24
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or "convenience files," they should be removed and given to the psychology organizational element for
proper filinq in the clinical psychology individual case file (g17-07).

3. RpDorts of psycholoqical test evaluation or assessment (i.e., written statements of test data ana-
lyses to include summaries, interpretations, diagnostic formulations, dispositions, and consultation
renuest responses) will conform to the requirements of paragraphs 6c and 6f of this regulation.
PH iijests for release and disclosure of psychological testing evaluation reports will be processed JAW .
AR 4rl-66 and AR 340-21. Refer to paragraph 2(b), above, for requests from patients.

4. IAW AR 40-66, a review of clinical psychology entries in medical records (i.e., inpatient treatment
rec'crs, outpatient treatment records, and health records) will be an integral part of the
0 coJintation review" activity in the Ouality Assurance Program.

25
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APOENDIX B

QUALIFICATIONS OF OCCUPATIONS SPECIALTIES
IN PSYCHOLOGICAL TESTING

The following is a list of qualification guidelines for personnel who are typically involved in the use
(administration, scoring, interpretation, and reporting) of psychological tests. .

1. Military and Department of the Army civilian psychologists who are eligible caadidates for full
professional responsibility in psychological testing include:

a. Military officer personnel possessing the specialty skill identifier of psychologists (68S or
68T).

40
b. Department of the Army civilian personnel who function in, P id have been appraised as

qualifying to perform psychological evaluations in, posit'ons of:

(1) Clinical psychologist (series 180, GS-11 and above).

(2) Counseling psychologist (series 180, GS-11 and above).

2. Military officer personnel possessing the specialty skill identifier of behavioral science associate 0
(68U):

a. Those who are considered as possessing technical skill levels in psychological testing func-
tions provided these activities are subject to:

(1) A systematic program of profession peer review and

(2) The approval of a qualified psychologist. 0

b. Those who have successfully displayed technical competence in psychological testing to Army
Medical Department clinical psychologist supervisors and trainers but lack the professionally
recognized doctoral degree to function independently as psychologists (68S or 68T).

3. Department of the Army civilian personnel who function in psychologist positions (series 180, .
GS-O9) and who qualify may be involved in the following testing activities only in consultation with a S
psychologist supervisor having professional accountability responsibilities. These personnel may:

a. Administer and score psychological tests.

b. Make preliminary interpretations of the validity and significance of test data.

c. Evaluate overall patterns revealed by some psychological tests.

4. The following military and civilian personnel may be used for p,ychological test administration and
scoring only under the supervision of a qualified psychologi t, but they are not permitted to make test
interpretations or accomplish other test usage activities.

a. Military enlisted personnel awarded the military occupational specialty of behavioral science
;i~eci alist (QlG).

b. Department of the Army civilian personnel who qualify to function in psychology aid positions
(series 1i1, GS-04) or psychology technician positions (series 181, GS-05 through GS-09).

26

%-



!I, Reg 40-3
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Appendix C

DEPARTMENT OF THE ARMY
HEADQUARTERS, UNITED STATES ARMY HEALTH SERVICES COMMAND

FORT SAM HOUSTON, TEXAS 7a234

REPLY TO
ATTENTION OF; S: 3 Aug 84

HSCL-C 17 JUL 19B4

SUBJECT: Appointment of Psychologist Official

Commanders
HSC MEDCEN/MEDDAC

1. Reference HSC Regulation 40-3, Use and Control of Psychological Test
Materials, 8 May 1984.

2. Referenced regulation requires a qualified psychologist to perform the
functions of "psychologist official" for advising in clinical services and
staff matters. In brief, this official is to direct the use and control of
psychological tests, to review test purchase' requests, to appraise clinical
privilege credentialing qualifications of test users, and to review documents
and reports reflecting psychological test studies. (See paragraphs 3b(2)and
(3), 4d, 6a, c, e, h; and appendix A, paragraphs 1(h) and 2(b)(2).)

3. At most facilities, a qualified psychologist assigned to either the
position of Chief, Clinical Psychology Service, or of psychologist in a
Community Mental Health Service would be an eligible :andidate for appointment
as psychologist official. In organizations having mlre than one qualified
psychologist, the individual with tenure in clinical psychology services is to
have selection priority over military or civilian rank or grade seniority
status. Civilian consultants are nob eligible for this appointment. 0

4. In order to monitor and coordinate psychologist official resources within
the Army health services regions and areas, MEDCEN/MEDDAC with qualified -
psychologist assigned will officially designate, in writing, an individual
with the additional duty of'psychologist official." Written appointment
designations will include: 5

a. Name

b. Grade/rank

c. Primary Specialty Skill Identifier (PSSI) and Additional Skill 0
Identifier (ASI) where applicable for military personnel or General Schedule
(GS) Occupation Series Number for DA civilian personnel.

d. Assigned duty positiWp title

e. Individual's office address

f. Individual's office AUTOVON number(s).

2F
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17 JUL 1984 0
HSCL-C
SUBJECT: Appointment of Psychologist Official

5. A copy of the written appointment will be forwarded to this headquarters,
ATTN: HSCL-C/Psychology Consultant.

6. If it becomes necessary to appoint a new "psychologist official," the same .*
procedures as stated in paragraphs 4 and 5, above, will apply.

7. Negative replies are required. Please provide the name and AUTOVON number
of a point of contact for future coordination when eitter of the following
circumstances exist:

a. No qualified psychologist is assigned or detailed to the organization.

b. Extended vacancy (greater than 30 days) of a qualified psychologist
occurs or is anticipated.

8. Any questions pertaining to this subject are to be directed to local MTF
psychologist, MEDCEN regional psychology consultants, or to the HSC Psychology
Consultant, LTC Gillooly, AUTOVON 471-7094/7095.

FOR THE COMMANDER:

R. 0. GRAY
Colonel, AGC
Adjutant General

CF:

HQDA (DASG-PSC), WASH DC 20310
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HSC Regulation 40-3: Notes From A Consumer

CPT Bruce V. Corsino, Psy.D.

Reynolds Army Hospital

Abstract

Psychological testing has proven to be potentially helpful and S
harmful. The utility and social impact of psychological tests has been
the focus of numerous debates. A review of the history and literature
suggests that psychological testing, in both the civilian and military
sectors, remains largely an unregulated professional activity. As a
result, the courtrooms are not at a loss for cases dealing with the
misuse of psychological tests. One breakthrough on this problem
occurred in 1984, when all Department of the Army units under the
jurisdiction of Health Services Command received a newly drafted
regulation identified as HSC Reg 40-3 and titled The Use And Control
Of Ps vcholo-ical Test Materials. The following paper reviews some of
the assets and liabilities of the regulation, discusses the possible
difficulties involved in its implementation and speaks to its potential
impact on the practice of professional military Psychology.

Psychological testing has been one of the most successful enterprises
in applied professional Psychology. It is an endeavor which has been
closely scrutinized and is much in the news these days (Haney, 1981).
Psvchological tests have been shown to be both helpful and harmful. They
can he used to identify potentially hidden areas of skill and strength. Yet,
people have argued that the same tests have been used to limit their life
chances and opportunities. The heated discussion on the utility and social
impact of psychological tests currently taking place in the newsmedia,
universities and courtrooms will not be extended here. Instead, this paper
focuses on the control and regulation of the process of data-based psycho- 0
logical evaluations with particular emphasis on a new regulation governing
the use and control of psychological tests within the Army ledical Department.

There is little argument that a Psychology test report on personality,
intellect, emotional functioning and adaptability can be a highly sensitive
product. Tests used by psychologists and the results that emerge from
testing evaluations could conceivably be more invasive and produce longer-
lasting effects than a scalpel used by the physician during surgery.
Inturitive lv , one suspects that the process of data-based psychological
evaihoations and testing would he strictly controlled and reiu Ilated bv

.0



,rofessional documents and legal statutes. The following brief historical
"eview of the general regulation and control of psychological testing
;uggests otherwise.

The involvement of professional societies in testing began in 1895 0
ihen the American Psychological Association formed its first committee
)n mental measurement. Although the level of attention within APA
-emained high during the 1920's as a result of vigorous criticism of
.esting, no concrete action to monitor, limit or review individual
)rofessional activity resulted (Novick, 1981). In fact, in 1923 an APA
•ommittee recommended certification and monitoring of nonpsvchologists' •
ise of tests, but the membership defeated the motion (Novick, i981).
;ome effort to improve the safegaurds and quality of psychological tests
:ame about with the publication of the Mental Measurements Yearbook
'Buros, 1938) and later with the 1954 APA publication titled Technical
ecommendations for Psychological Tests and Diagnostic Techniques. The
lost current, authoritative professional documents guiding the use of S
)sychological tests would be the American Psychological Associations'
thicai Standards of Psychologists and the Standards For Educational And
sychological Tests, a joint effort of the American Psychological Asso-
'•ation, American Educational Research Association and the National Council
)n Measurement in Education (1974). As comprehensive and well-wrought as
:hese documents are, the current status with regard to the legal use and S
-ontrol of psychological tests in America continues to remain a little to
-he left of a "free-for-all."

The recommendations of professional organizations are not always
:ranslcited into law. It is true that some of these recommendations and
,thical standards have been incorporated into many of the state Psychology
licensing laws (London and Bray,1980), and in fact, most test publishers S
Son firm the credentials of potential test purchasers prior to shipment.
et, it would be difficult to identify a single activity in professional
)sychology (including psychological testing) that could not legally be
iccomplished by a bartender. For the proper fee, a poodle could probably
icquire a computerized Rorschach assessment. The public deserves more than
:his. Fortunately, there has been a breakthrough, at least within the
\rmv Medical Department, that is likely to ameliorate this situation.

In May of 1984, all Department of the Army units under the jurisdiction
)f Health Services Command received a newly drafted regulation identified
is HSC Reg 40-3 and titled The Use And Control Of Psychological Test Materials.
ISC Reg 40-3 is a broadly based document which not only defines the process
)f data-based psychological evaluations as a professional health care function, 0
)ut specifies the credentials and training required to be an independently
unctioning military psychologist or test user. Few words are as sweet as
.hose found in paragraph 5c of HSC Reg 40-3:

"Only qualified psychologists, de facto as a group, are
authorized to conduct and supervise psychological test-
ing. Psychological tests are administered, scored and
interpreted only in situations having the professional
supervision and accountability of a qualified psychologist."
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1 i~xellaneous record recieus ;in] vuiepi ti t turin

Ulhen the "caurse for inhILuir\ 'inc lt~den V arions data contents and reports
f rn:' clinical records charts, the!se aie rtevieued for authenticit\, and factual
snUbSt L11U. In order to obtain uhat. record features are locally ;'usual and
ctns t om nI r, a r an dom sample of past records; of' other psychologists is obtained
to select Vrhi ch of the va'iouJs specialty peer rer iec crit eria are to be ap-

pl ied.

ThIothePr ranldom sample of records is draun, this time of those of the
ntvtps\cholofgist, and these are re jieued applying the selected admin-

~<trati'eand clinical content requirements criteria. Administrative features
mcr\ inclunde proper patient identification, practitioner's signature block,
ct c. and professional content it ems may incIlude generalN organi zat ion of the
rp(forts'-, proper use of di anjnost ic nomenclatLurce, referrail quest ion response,

yr i ionand recomrmenda t ior 5 , to nam, ai fev.

.\[,;, it i; imrrpo rtarnt toi accompl ish dcuementI arJL utni cation anci'or tel e-
i)lri( Ver if icat ion of formail degjree at tzaiinmct~f training, and current li -
Lt;Ir' inrt cert fi ttion staitus.

1.: 1: IM st ILrJ It Ion report

I ti k erbal report of the investigation may be requiired and accepted]
dtir inj the out brief-ing cit LbLie C'hairperson of' the Committee, formal and

'A oritt en rcports ha e beensibmitLted to this Cha irperson as a "Memorandum O
~t ecod" i th the Subject being, fur e\amnple, 'Appraisal of Professional

a,;lit a-t ion. t ecihnical Special ty Performaroc Competency , and Creden tiall log

reu forr'ra 1 reporFt shoiuldi i nclude pertLinen t re fernence cituii on s ; anr an -
thyiiit\ inr direction statement : an,, definitional clarifications: a. listilng of'

11uert icl prrocedunres and methodology USeri in the iricestigaition ; defirritiie
srJ( t Wf(iral f irdiiigs chich higlhlight background tact ors, reslults Of reVieus,
itrrS ri tr riot echrthN items-, COrClUsins; an b)rief' hiscu9Sion: aind iecirm-

"Wrid;It iuis FenJar'linq crederit als andi clinical tI VliegeU stat irs, remediail or,
nat-,Ik ;i IVIr asI'urc , arn (IOfUper t IOMa I I rWII tPctrrr I c] sII MI) CFv I sirri Lco)[ i Pi

If ;tiiildt the mu i/rzd ttrat nei thter t he_ COniiteeL nor1 till Cnndiiii'l 1-1 bournd
1iiU in(11ic thln i rep)ort fia wI hile Viinns findings of tire itnrLii'

frI\ ra heeri Cl susseui in the process cithi the prracti~tinner :rdonr] tine ui\,
tin rntijctpsi eto loqist hras twen referred to th, IPhiirisersosn ofire Coumiittoei

mmcj~id m] acces-. to, aind release of', any repnorts.

!irii rtl recent Annuail tenerai I nspect ions arid -t .(Ifi Irruirirtow ofrs J is

(-holr I oJJ r Foimnit rt enal IIlea ltr 5er'-ic outpa't it nt c irrrc , Vli itrs trave
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Parier( ieticalI it is critial that the . estigator be thoroughly
Xa' IiLir 1t l, jind knrouiedgeable of, both pert. ent Army, IHSC, arid local IHF
0C)U;i I I J:s if)( prof essioiial ethics principlIes;, recial ty standards and

a iel usof pr'actice, and icl ated literature.

r~iirinr\document revi eon

lIn addi trn to revi ew of' any acqui red reports; beairni on- the' 'cause for
'IIyniIY ,I ' ah ch may include Reports of U~nusual Occurrence, reports of chart
uidi t s i fferv'ievi transcriptions, to name a feu, the iestigator niext should
Et LU the 1 l Inuing:

1) [to psicholoyist's Ililitary Persornnel (Field) File or Civilian
,r-sorel tle, an; appropriate.

I~ he Psy cholojis I's Pract itioner's Creden tial I il1e. in1cluding mate-
[ii 1, foruawe f~~ from prey iotiS H I [S.

*\Iryi report s of Departmenital or 5ervice audits of records of thle care
ei dered by the~ psyrchologist

f he "Duties and Objectives" sections of the most recent Off icer
abraj~t ion Report Support [ orm 'DA Form 67-8-1 ) of the psychologist ; or the

oh l~t-er ipt inn and Cri ticail Elements uf t he Performance Rating, i f civil ian.

Pzacs Clinic V'isi t, uoklond dat a of thre h erviue to oh ich the ps,3 -

in Itog i is or vias ass i gned .

6The S-tzading Operating Procedures of the Service to which thle ps -

IhutI ogis t is; or ns ass igned.

ersiofi-i in it cvi eus

t he iniitil conitact ui th the subject psychologist is made to inform trim,'
or retiird i nj the irithori ty andI focus of inquiry , that his/hier part icipat ion
! i '.i1[r , ri t hoIt the invest igator has the obligation to stibmi t an in-
Iir\, re(port. And, if' thle psy[1hoog iSt VOLI[tarily wishes to make coimen t

11. ii r irener i pe rspee ti yes of Lhie !it tInt on are solicited. Subhseuern t
rrarweiwild have heen madie to observe thre subject pract iti oner "in sitti
isdinc uote(\ ir .)~P;iI f"nc i sarc, -in qoes t ion. This may in-
lode, thei purfurilniCe O nI aclinical evaluative interview or other assessment
iqi I i ( I f , I I1 i n i al stafing of- irtervention cases;, or observation,

I f 2 '' it U) vi;tjril tape. Addi t iorral intervieus are arranged vi tt
I I i\ it I II prfin inn; aId cI;rPren t technica supervisors and] uith indi viduAls S

itt: sur it' exist. rj and past. rating schemes.
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I ()I) I 1_j I 1't I q(1() otj) I ori Inv(,tJa ip t inaL thy It ch(llolcit

Inc tnbrvielI! "I

At the' Wu (II t ,it is ttnatt to obt siing verbal or urit Leo) aut hori ty
and di r ct jolt , f rom te '0aC1 prn 1 'W,0 IOf th If ommi te Lou, OrD put y'CIIM omader' f Or
CI in i cal %er\ e e to undcrt Iike :110 Uiest i yjat io11 Of SUb)j'C-t professional em-
plIo,, jay evi en aof tLw and all iminr jt rati ye, persont il, and cliii cl records
anld do0CuLjmen rit s, and c c o rducf t 11 ) ir 1t(1. i ry m nt er k i euws aniId d I SCU GSionF)SU thS Um h su-
Ject p)rovi ite[Land hiJ 'her- pant and 'or, present, printcipal supervisory indi vid-

*\ltJ i ottlliy Liri~ it1 he ini t ial briefing, it in crucial to ascertain,
lt 1 aet ,uhe ICI her l0 of' Li opol lou ing evecuts haVe' ocCir red or exist:

1Ia tht' pa cit t I ni: btLeen in formed of the invest iga t ion?

2 Han' the jP,\ ttnlnijI mt rendered furmaul app~i icationI for clinical pci-
I I L~wc x~d Ldlett ill I ij'

H~the, fi~y hoin jist '5; application for privileges been of fjciall

tt the psy elolojist. is3 Officially credeitialled, \Jhat is the cur-
r-ent at d ac Lot ' s3lttJ usat etjor\ level; temporary , provisional , permanent;

ave- any f armiti couriselinq statements been rendered?

a mv eanl noi-judicial punishments, disciplinary or other UCf-U
1ct t a w eet init iat ed or rentde red?

* latke any complaints been filed uith state or national Psychologi-
er;t IAnase cwat ions L thicm Commit tees'

lliavt' arty patientIs or staff been injured or harmed?

tec irr.est I at ttr shouldH also ttake knoun) that the getteral modus operantdi
and a0te rat I anal def ju t jotta to be Used durIing the inynUi ry process are to be

r atnrd i teWit h off i ci a divccti yes and further derived from published
p nt s;I t't Iat I npe('ia it policies of psy cho logy. f or examp~le , the clettets

of it P'i tist fylttlotjy j-:ervice'' ard ''Iiofet ,siottal ClinICal Psychlogist''
ilr.(), ci nd V in: IN wi ycialit y ujidli mn for Delivery of' berv ices APA, 19BI

Al1 itIt - 1- 1t cc I a to( 1 be U iie i pue r rev io i s thle eat ah t.i inited praet iece or
'IA L icP 1ist 'Is' ''it5;, n pitopriat e'' and,"1 or 'usual and cas;t ttl1I'\

*\s, it "plit ti;ttlioini -tcue is to inesh, in brief", the adherenice t-u
-,11 1 Cc] tt Lrac cc eaa I tli10d t y th In I simt a )V fU ndIn( spte c icI Jt y . Aitt tit-

Uhl.ni Ic !tt fyiiit;ill rn' may ' Otae ! er CtOncertta, aJnt actions LitUdernay

antl tie ! g It Ih!1 t Ie t ti jt Of' il) go i r\ , the irmen;t iat ion is to heP dclim-
if itt ;copt tf 1i itJit, n opitct;nionol nerv tee pOvfiut 0? trt-



Yet, onl the other hand, there should be( no riicur terstarndirig thatt tile
status of an independent health carp prov ider , of ;an ant aonmut ptt(~ssion,
does nlot equate to relief of col legjial aiaiuna ll JUL!' ; L.n uprv iso I gi d-
ance. In the profession of ps~ einlag\ , t l liii '1,it'llifiC (f hI irI st andaird of
competence is a resporrarhiljt, Aaru!Id h; 11l psArhulmjrJ!"a liii (ithr itemt;
of Principle 2, t'on ettirlcc, at or 'I t hicll FPinih ire, a n) ver\ rele-

An, uvi mertitne ltilL Ulli, I ii, or, ii !iiim , oi difl-

cationis ot pi ivileges are t I he k,~ t V',( -Ia0 1 , raiiiing, ex\perience
and thiouqjh appraisal of clinical ;wi "Iw, 'An q1 is:aNq, while on-
going locally, also mro hie intern~it 1-0 W" n i1 *'r I t i t i on about a Pco-
tider is brought to the at t eof or, of III( - it~c, 1 1 f arfit I ue. Tle M I

commaider ha,, the approvial ill I iirfC .i f It i~fl1 1 1 1 ) tI Ii1i1k I t k U ttie-;k farnial
ifltest iqat jori. (ipic~ll) t I ic ofs r s , it i' wwliltfI 1 i(I ' jnI e (; u

cooraioat ion responiilit in to ('t PLfAt I wo, I i vIt o i Ii

fh er thle past couple at cu at ii llmimit !t[ or it; I isuns have curl-
tact L- the D~epot, UhK& of Rat for [1 inicsrl. Wri-ru-s A IVA to request both
(Jidatire anrd Formal imtiqat ian ingist inc', IP~ ram IJ' Wd 's QLhaN Coi onsul -

tant, when adverse information about pgactiloirji 1-0 hr-n received. At
frst cointact , pact icular determinat ions were riadc L), tile Is) cti(J~j) Conisul-
ant regar-ding wh idi a rears' of rl inic-ril psy choloq; Sect iceS Funct ions
e. q. , assessment , intervent ion , consul tat ion, or supert n itwuere involved,

which part icular specialty procedures or privileges were ait is ,and which
paf-1 at accor population groups V .g. , child, adult w ere' related to thle

uoncon5. ftis information is necessary for the consultint to be able to
Judtge whlether (she is personally knowledgeable to render comment or assis-
Inure. If the area of needed assistance Falls outside the domain of exper- . .-

tise of the consultant, referral to other available specialty i.esources in
ps~choloqy should be recommended.

Ofnce the problem areas are determined to be within the consultant's
specialty donain and a formal technical specialty investigation officer is
requested, administrative coordinatior between the requesting command arid
the consultant's command is needed (e.g., release from assigned duties,
authority for temporary duty, fund citation, etc.). During past occasions,
the respective Deputy Commanders for Clinical Services were the formal points
of coordination contact, and the requesting command has provided the neces-
sary fund citation for Temporary Duty expenses.

Af ter intercomndi coordination and arrival or site, the intes, L igat linj
Off icer our consult an t) reports for dot y to the request itg Depot y Comrmanier
for F I irt i l 'Wrv ices. The visiting officer is, in effect , ''working firr''
tie (-ha irpe rron of th te Commi ttee as a consultfanrt to the prof ess ional ''Shide

of theit house."
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Another reason for which elimination is authorized involves "Misconduct,
moral or professional dereliction." This may include: "the intentional omis-
sion or mistatementof fact in official statements or records, for the purpose
of misrepresentation; the intentional neglect of or failure to perform du-
ties; or finally, conduct or actions resulting in the loss of professional
status, such as withdrawal, suspension or abondonement of professional li-
cerise, indorsement, or certification which is directly or indirectly connect-

ed with the performance of one's military duties and necessary for the per-
formance thereof, including withdrawal of clinical privileges for AMEDD of-
ficers."

The business of applying for clinical privileges, performance reviews,
and credentials approval is indeed a very serious matter from the very "get-
go" beginning through to our very daily practices.

It was during the author's attendance at the "Medical-Legal Symposium," B
presented by the Department of Legal Miedicine of the Armed Forces Institute
of Pathology at Brooke Army Medical Center in September 1984, that a number
of related ideas were discussed (Fiscina, 1984). For example, in evaluations
of cliniical incompetence, there is usually a failure to make a distinction
betueen competence and performance. Inadequate practitioner performance
I i.e., the failure to meet a satisfactory standard in doing a clinical task) 0

does riot ipso facto equate to practitioner incompetence. Clinical compe-
tence refers to a professional's capacity to perform a particular clinical
task in an acceptable manner. Actual performance may fall short of accept-
able standards for reasons unrelated to what has been thought of as incom-
petence. Laziness, pressures of multiple activities, distractive inatten-
tion, or socio-economic factors may also influence adequate performance.
It may be these kinds of matters, not a lack of capacity to perform a clin-
ical task, that causes discrepancies and failures in practice.

Competence was to be viewed and assessed in relation to the tasks under-
taken. Clinical competence relates then to the sufficiency of a practition-
er's qualifications to deal with the clinical issues in question. It sup- -
posedly involves the ability to use knowledge and skills effectively in the
patients' best interest. It also includes an understanding of relevant.
clinical principles and adequate knowledge of the practices and procedures
by which these principles are effectively applied. Yet, technical krinu-
ledge and proficiency, and confidence or virtuosity, is not all that, counts. .
Competent professional service must also involve an ethical dispositioni,
proper work habits, and an awareness of the extent and limits of what tasl,.
can he handled alone and what tasks require the assistance of other health
care providers.

Oine additional hatch of notes is worth high iqhtiing here also. C;al -
i.t ica] ly, rio profess ional , who by definit ion sihould be capable of prict i c- 0

inrj independent ly, can be monitored continuously and contemporanousl in
daily work. Professional conduct matters must be internalized. It was felt
that a ; t.em of "investigation or inquisition," predicated on general ,uos-
picions of incompetence and mi;trust of practitioners' inclina tion to meet
profes;ional standards, will ultimately reduce the motivation of pratt it ilol-

er!; to do their best arid to cen:sor their own performance. ,

43



In point of fact, there are two separate arenas of authority to which
we are responsible. On the civilian side, ouLtsid- the AMEDD, state and
national psychological associations may bucome involved for individuals who
are members of APA and/or who are licensed or certified by states. Proce- S
dures follow CSPEC operating rules through complaint processing, inquiry
and investigations, and adjudication and appeal stages, and in furmal and
informal dispositions and sanctions.

Within the AMEDD, AR 40-66, regarding "Medical Record and Quality -

Assurance Administration," especially Chapter 9, provides definitive guid- •
ance for, among other topics, directed inquiries and formal hearings, dis-
positions and recommendations, the appeals process, and review and approval
action, when clinical performance evaluations and appraisals result in clin-
ical privilege modifications.

Information about the lack of professional conduct or incompetence of S
any practitioner which is or may be detrimental to patient health or safety
should be given to the Credentials Committee for review and action. Again,
this type of information or allegation may come from a variety of sources.
Uhen a practitioner's conduct requires action to protect the health and
safety of any patient or future patients, employers, or others in the HTF,
the Chairperson of the Committee or hospital commander will restrict or sus- S
pend all or part of the clinical privileges of the practitioner. This is
called a "Summary restriction or suspension of privileges." If a patient's
welfare is immediately threatened, the Chief of Department or Service ini
which the practitioner is assigned can have the same authority. Subsequent
procedures for "Summary" restriction/suspension are stipulated further in
AR 40-66. .

-hen adverse information is submitted to the Committee, and summary
action is not appropriate, "Routine" review actions are initiated that may
also result in privilege restoration, full or partial withdrawal, restrict-
ion, suspension, or termination. The Chairperson of this Committee may in-
vestigate further or may designate ar officer to do so, if more information- S
al background regarding the conduct is necessary. Any uniformed psychologist
may be designated to do an investigation. This investigation is riot a hear-
ing; but may include voluntary consultation with the practitioner, review of
relevant documents, or discussion with other persons having knowledge of the
corduct at issue. When the investigation is complete, a report is made by
the inquiring officer to the Committee. This report is riot binding oti the •
Committee oi on the MITF commander. Provisions to insure a "fair hearing"
and "due process" are elaboraLed further in AR 40-66.

It is of critical necessity that mention also be made of AR 635-100, re-
gardifie "Officer Personnel Separation," in light of adverse ethics evaluat-
ion, and performance competency appraisal actions. Ii general, what is said 0
i-; that the retention of officer!, who are substandard in performance of duty

(or) wanting in profesional qualifications or statJ5 . . . cannot be
jUstitied in peare or war. Substandard performance of duty includLs the
existenre of a "failture to assimilate technical proficiency required of his/ .'-

her grade" or a "failure to dischargje properly assignments commensurate
with his/her grade and experience." 5
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J

I hi t s Ii d Peer k evieus

I he I a;t p~IraIrapi I of te iPro 'mble of t I le Ithical Pritcipleus of' Psych-
olosji t It t ':

P!;y' hlo[niJ;tj ; rooierate with duly constituted committees of Lhe Amurian
';S c'h illi(J cal Associat ion, ini part ivlar, the Committee onr Scientific
rn d Prot fsIof)aI I I fII c'; ird ornduct , by responding to inqui ries promptly

und complet ey, flt ui',r.; a also respond promptly and completely to inqui r-
ei-, I rom oILI I rist it u ted st ate associa t ion ethics commi t tees and pro-

Sessi;nota[i :Is df at'dartl rev eWv committ ees (APA, 1981, b33)

%umerocu! an id erIy itomt i ve art ic'le.s have been published over the past
otp[L' of ye Iar, to e~d(Cate Lm, about , aid exploain, the informal anid formal ad-

judica t ion pr'edure.; t tk ,by AA nimiri ot iee in 5cientif ic arid Professional
f thiu'; arid fonduCt (i'[ (" , oh err complait .; ago inst psychologists are re-
'ived K Hall & Itare-.ustiri, 1985; !lure-HIstiii & Hall, 1981; Mills, 1984;

OU; ders, 1979; K;andprs A Kteth-Spi egel, 1980). The CSP[C of APA also has
published an updated version of iUs Rules arid Procedures in February 1983.

InI regard to ppr review matters, the APA's Committee on Professional
Ktandards.< pitblih led a "Peer Revieu Hafiual for Providers of Outpatient Psych-
ological Services" in June 1983. This interim manual is planned for expan-
S;on to an eventual comprehensive Provider anual.

The process and pitfalls of psychologists developing and administering
a peer revieu system is elaborated by Theaman (1984), who explains criteria *

set by our profession to determine whether services are "necessary and appro-
printe" and "usual and customary." The responsibility of peer review "is not
to set standards for the profession but Lo monitor adherence to standards
the profession sets for itself"(p. 412). The review is basically to represent
the best judgment based on literature knowledge, on experience, and on acquaint-
;,We with customary practices. Theaman concluded by commenting that:
"Peer review makes collegial accountability a continuing presence in profes-
sional practice." Hie recommends that: "Long before any case may be referred
for review, we may be asking ourselves, 'What would my colleagues think about
how I am prcceecinq in this case?' ' p. 414)

ine of our gjoals in ethics and peer reviews of psychologists would be
to insure, when questions are raised regarding psychological practices and
e;rvice delivery, that provisions are made for psychologists to be involved

as reviewers i any and all evaluations, inquiries, investigations, and
hearings that result. Allegations of ethics complaints, impropriety, mis-
conduct, and others may enter established review systems from at least two
sources from individuals or agencies within the AMEDD treatment. facility
.,ystem, or from indi'viduals and agencies outside the AHEDD. You should
realiie that coexisting ,eparate review mechanisms may possibly be operating •
at the same time. APA and'or state review committees may be working on the
;aNle or other matters at the same time; and, in addition, the A.LDD Creden-
tials Fommittees may be proceeding to make review investiyations and clinical

pri\. liege determiriat ions.
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It is common procedure for newly arrived practitioners to be evaluated
during a "Provisional Status" period of time before full "Appointment Status"
is approved. Evaluation of privileges is an ongoing proCess and is completed _

at least annually. Evaluations, reinstatements, or modifications (extensions S
or restrictions) of privileges are again to be based upon education, training,
experience and thorough appraisal of clinical performance. If you have any

questions about how, when, and where to take care of these matters, direct
or written contact should be made with the Committee offices of the departing
and gaining HTFs. The delineation of privileges, whether renewed or modified,
are to be "reviewed by the chief of the clinical service" (italics added) and 0
the Committee and approved by the commander. The issues of clinical privilege
restriction, suspension, or termination will be discussed shortly.

What kinds of clinical privileges are being sought by AMEDD psychologists?
The author has had the opportunity to review and comment on numerous listings
of privileges on credentials applications, while functioning as Psychology
Consultant to the Deputy Chief of Staff for Clinical Services of Health Servic-
es Command. It has been noteworthy that psychologists are beginning to in-
clude a general reference to "privileges outlined in the Standards for Pro-
viders of Psychological Services, the Specialty Guidelines for the Delivery
of Services by Clinical Psychologists, and the Ethical Principles of Psych-
ologists (all APA publications) to include evaluation, treatment, consulta- S
tion, referral, training/teaching, supervision, and research privileges."
Table 1 presents a sample listing of possible privileges used by psycholog-
ists. Depending on local needs the clustering of privileges may take on

different forms, language, and headings; and therefore, this illustration
cannot be construed to be reflective of any set policy.

Insert Table I about here

To insure that no system's misunderstandings are perpetuated, psycholog-
ists are making clear and definitive statements that their request for priv-
ileges "specifically exclude medical decisions and care pertaining to phar-
macological management, physical examinations, and related physiological
management," and that "close consultative relationships will be maintained
uith physicians (attending and/or consulting) in order to insure medical

care as needed."

It should be noted also that each clinical specialty within the AMEDD
has been tasked to establish general credentials qualification criteria, -

fur as many specific privileges as necessary. These will address educational,
training, experience, and certification factors; and such an effort is well
un dr way at this time.
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criteria for Community Mental Health Services ( or Psychology Services) Clinics.
A glossary of frequently used terms has been derived by the author and is pro-
vided at the end of the paper for your use and reference (See Appendix A).

0

Clinical Privilege and Credentiallin_

Among the host of necessary actions involved in a full-scaled QA program
(including numerous types of patient care evaluations, utilization reviews,
risk management provisions) lies the determinations and approval of staff
membership, qualification credentials, and the delineated clinical privileges.

Under the new JCAH hospital accreditation policy and standards, which
took effect on 1 January 1985, there will be acknowledged a single organized
medical staff that includes physicians. In addition, "at the option of the
hospital, the staff may include other licensed individuals permitted by law
and the hospital to provide patient care services independently (without sup-
ervision or direction)." The formal granting of appointments to membership
in a staff category with specific clinical privileges in a hospital involves
preliminary and recurring evaluations and recommendations of a locally
established Credentials Committees. The commanders of the Medical Centers
or Medical Department Activities are the final approving authority of these 0
act ions.

11hen psychologists are first (and subsequently) assigned to a Meuical
Center (-EDCEN) or a Medical Department Activity (MEDDAC), they are to sub-
mit a letter of application to the Credentials Committee (hereafter called,
the Committee) for clinical privileges wherein is stated a reasonably compre-
hensive delineation of privileges wanted (and for which s/he is qualified).
The medicolegal experts suggest that the burden is on the applicant to es-
tablish that he or she qualifies for medical staff appointments and clinical
privileges. The Committee makes a decision of initial privileges based
upon education, training, experience, demonstrated competence, and certify-
ing examinations. These actions are forwarded to the Commander for approval
and become part of the Practitioner's Credentials File, which is secured and
maintained by the Chairperson of the Committee.

The Practitioner's Credential File (File fl 912-04) includes application
material, follow-up letters, and information judged pertinent by the Committee.
It is the practioner's responsibility to insure that the F-ile meets the re-
quirements of the professional specialty with which s/he is affiliated.
Possible File inclosures would be conferences attended (subject and date),
lectures given (subject and date), papers published (subject and date), spe-
cial activities (e.g., research), and examinations taken (e.g., certification)
and results. You should be aware also that this File is to be released only
to the medical treatmerit facility (MI[) Commander, the Committee and review-
ing authoritie,;; and the practitioner may authorize relea,es other than these.
The Iile i,; to be kept for the military practitioner's entiie service career.
Oin change of ;at ion, the Committee of the losing [HF forwards the F ile to
the Commander of the receiving [HF.
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presses in volumes during the last couple of years. In fact, the journal,
Professional Psychology, in February 1982, totally devoted its special issue
of twenty-four articles to the topics of QA and PR, and is encouraged reading.

While it is true that our civilian counterparts have been perhaps more
preoccupied and vociferous about the various aspects of PR matters as they
specifically pertain to the "paperwork" that satisfy third-party payer review
requirements for individual case reimbursements, the Army Medical Department
(ANEDD) psychologist practitioners have been able to contribute to the devel-
opment of their own local, "within-house" means for routine checks and audits S
of care quality. However, there is no personal remunerative payoff for mak-
ing sure that our efforts in care quality appraisal meet standards or comply
with professional guidance. Nevertheless, military psychologists continue
to act responsibly in conformance with ethics application and practice stand-
ards.

By now at most of our work settings, audit criteria have been locally
established to monitor records for essential administrative and clinical con-
tent features. These documentation reviews have focused on accuracy, time-
liness, completeness, clinical pertinence, and adequacy as medicolegal doc-
uments. However, except at those locations where more than one psychologist
is assigned, rouline PR consultation, and supervisory interrelation efforts, S
among psychologists are rarely arranged.

It is the rule rather than exception that individually most psychologists
are continually involved in self-assessment of their clinical knowledge and
ju(hqment as well as in undertaking literature studies and attending work-
shops and conferences to remain current and upgrade themselves in self- •
idenitified areas needing attention and growth. State certifications and/or
licensure and listing in the National Register of Health Service Providers
in Psychology are being attained and retained. And increasingly more pract-
itioners are seeking diplomat status from American Boards of Professional
Psychology in clinical and/ or hypnosis areas as well as in the areas of
family and marit1 therapy and neuropsychology. Multiple subspecialty skill 0
developments are being pursued and used. And many capable and talented psych-
ologists are acquiring reputable credentials and are being granted clinical
staff privileges across community hospitals and medical centers worldwide
uithiri the AIEDD.

r.ore than ever before, ANEDD psychologists need to gain appreciation •
and become iticreasingly acquainted with how the ever-growing QA program im-
pacts on their clinical practice. from clinical privilege application,
through credentialling approval, records audit, peer review, to clinical
performance appraisal, psychologists need to develop acceptabe ways to pro-
'(,d to in,;ure both the welfare of patients and the best intcrest of Fellow

pr;'tioner:;, or career fi(l(, and or missions. Uith thi's focus in mind,
;e;le(ti \.:e elaboration of topics follous uhich refers to: clinical privilege

-it (Iti i i t i or , APA re'commeindat i ors for uLhics and peer reviews, formal command
: orf ot, A wn pr (ic" deficiencie,,; are alle(jed, a (developii methodology for
eat I 'atirig I'inricial performance of prycuholog ists, and ijeera I QA practice
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Quality Assurance Programs and the Practice of Psychology in
Clinical Settinqs: A Focus on Initiatives and .4

Directions in Army Medical Department
Health Service Delivery* 0

LTC David H1. Gillooly, Ph.D.
Brooke Army Medical Center

Abstract

Uith increasing emphasis; and directives about Quality Assurance
MA) issues, Army Medical Department psychologists, functioning with- •
in Health Services Command, need to be generally aware of how QA pro-
gram efforts may impact on their clinical practice. From clinical
privilege application, through credentialling approval, records audit,
peer review, to performance competency appraisal, little in the way
of profe,sional guidance is officially documented as a preferred or
acceptable manner to proceed to insure the best interest of patients, 0
fellow practitioners, our career field, and our organizational mis-
sions. This paper refers to relevait QA definitions, outlines formal
command actions uhen individual provider deficiences are alleged,
presents an overview of American Psychological Association recommen-
dations for ethics and peer reviews, and details a developed method-
ology that has been employed when formal evaluations of the perform-
ance competency of psychologists have been requested by clinical ser-
vices authorities of medical treatment facilities within Health Ser-
vices Command.

Introduction ..

In professional psychology the analysis and assessment of service quality
is not new and . filled with rich tradition, stemming from the "tried-and-
true" case conference and senior practioner or colleague supervision methods,
and more recently from problem-oriented records procedures. In more recent
times the terms, "Quality Assurance (QA)" and "Peer Review (PR)," have taken
on rapid pace significance and explosive developments, in both the civilian
as well as military health care systems, in terms of attempts to determine
adaquacy of present clinical activity and to assure an acceptable level of

quality of future services.

[ver since July 1977, the American Psychological Association (APA) has

been developing national professional policy and quidance to employ peer re-
view as a quality assurance tool in the Civilian Health and Medical Program
of the Uniformed Services (CHAMPUS) of the Department of Defense. It should
be noted that, even ten years prior to CIIAfIPIIS concerns, Professional Standards
Pevieu Committees had already been in place and functioning at APA and state
levels. Pert irneti literature for psycholo(is;s have been rolling off the
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kind of uneven implementation and lack of uniformity that may result in
certain individuals becoming somewhat less receptive to this new regulation.
It would behoove Army psychologists to conform as closely as possible to -O
the guidelines of HSC Reg 40-3 and to keep abreast of developments at

other posts through discussion with our colleagues.
A second area of concern lies in the ability of this regulation to

generalize outside of Health Services Command. Part of the regulation
provides an avenue of staff level influence in those instances of test
use outside the Medical Treatment Facility. The Director of Health Services
(usually the MEDDAC/MEDCEN Commander) in conjunction with the delegated
Psychologist Official can draft local policy statements controlling

psychological testing installation-wide, but formal guidance on the process
seems to be lacking. Also, Health Services Command is but one of manv
commands within the Army Medical Department. Certainly, these other
commands would be expected to follow precedent, but a certain bit of
ambiguity remains. Gains could be made in both areas if HSC Reg 40-3
was translated into Army Regulation.

A third concern lies in the notion that nonpsychologists may be
puzzled and resentful of new psychological testing procedures and the
required review process. Psychology is not so big that it can't he ignored,
and previous popular referral sources may ultimately come to consult
Psychology less frequently. Of course, as sole-source providers of
psychological testing evaluations, a balance might be achieved with a
flurry of new consultations from sources (ie. the legal system) who
previously availed themselves of Psychology services indirectly(ie.through
Psychiatry).

Fourthly, it is probable that nonpsychologists will less aggressively
enforce HSC Reg 40-3. It is here that psychologists may find themselves
compelled to function in a non-traditional role--that of policemen. The
hope is that psychologists will keep in mind that implementation of the
regulation is vital to our profession and our patients. Enforcement may

be easier if it is presented as in the best interest of all parties concerned.
Army psychologists are clearly obliged to maintain the integrity of this S
regulation.

Psychology as a profession is not without its moments of defensiveness
and low self-esteem. An occasional rereading of HSC Reg 40-3 should be
enough to recharge the inspirational batteries of any military or civilian
psychologist. Although the fundamental thrust of the regulation is to
protect patients and the U.S. Army from unqualified users of psychological S
data, it appears that HSC Reg 40-3 may also offer the potential for
professional military Psychology to accrue significant political benefits
secondarily. It is possible that it provides a regulatory model for the
use and control of psychological tests on which the civilian sector
could build.
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The regulation delineates the credentials necessary to be considered
a qualified psychologist. Uncredentialed U.S. Army 68 series personnel
presenting themselves as psychologists are likely to have significant
difficulty functioning autonomously and implementing this regulation,
and this is a disservice to the profession and to the people we serve.
The hope would be for this regulation to spur on those individuals to

"* become credential-eligible, and also to exert upward pressure on
Washington to non-select for active duty, individuals with incomplete
training who are not "qualified psychologists."

This regulation also carves a formal place for professional Psychology
in Medical and Sanity Board proceedings, Credentials Committees and Quality
Assurance Programs. It calls for the psychologist official to review all
health care, legal and administrative correspondence incorporating psycho-
logical test studies. The official must also review the credentials of all
those who apply to be credentialed to conduct data-based psychological
evaluations. In an effort to promote familiarity with the effects of the
regulation, psychological reports do not leave the office of this author
without the typed statement "No part of this report can be revealed verbally
or in writing to a third party without the written consent of the undersigned
or the MEDDAC Psychologist Official."

Leaving no stone unturned, HSC Reg 40-3 anticipates the potential
flagrant patient care abuses that are likely to occur in the ever expanding
world of computerized psychological assessment.Health Services Command wisely
protected patients and the Army Medical Department by directing Psychology,

the profession specifically trained and specialized in psychological
assessment, to direct and control all computerized testing programs.

Another issue addressed indirectly by the regulation concerns the
few remaining stalwarts who argue that professional Psychology requires
physician supervision, a position contrary to that of all U.S. Supreme
Court decisions on the matter. This position would seem difficult to
defend, given that there now rightfully exists a professional activity
which explicitly cannot be supervised by other than Psychology. Generally,

the strengths of this document are too numerous to mention. However, the
regulation raises a few issues which slightly concern me.

There are possible problems associated with an inconsistent imple-
mentation of the regulation between installations, difficulties with
generalizing the regulation to areas outside of HSC jurisdiction, the
possibility that Psychology may become less frequently consulted, and

the dilemmas that may arise when psychologists find themselves as a result
of this regulation thrust into a new role--that of policemen. Many of
our nonpsychologist colleagues may be puzzled by the restrictions on testing
and the expanded role for Psychology outlined in the regulation. Whenever
a new issue arises, it is not uncommon for personnel to place a phone call
to determine the status of a policy at another installation. For example,

!* it may be determined that Medical Board Evaluations containing psychological
test studies never pass through Psychology for final review, or that a
psychologist assigned to a Community Mental Health Activity doesn't keep
separate Psychology files to protect the test data and reports. It is this
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beeni asking questions about: Under what circumstances are patients accepted
into the ervice and what methods have been established to insure both 'ro-
per medical referral collaboration and continuity of care? These matters_
raise justifiable concerns, when one realizes that many psychological signs -
a3nd symptoms may be correlates of ongoing physiological disease processes.
As responsible practitioners, we must be always careful to insure that patients
receive medical attention or clearance before, or in conjunction with, our
profes:;ional efforts. Appendix B presents some JA criteria suggestions for a
Uommuity Mlental Health Service that addresses these general matters, and that
rnl\ be incoiprated into Standing Operating Procedures.

Conclusior

Ary psychologist, functiong as Area or Regional Health Services, or [lajor
Command, Psychology Consultant, may be called upon to assist the QA programs 0
fer our professional specialty. This expose has been provided with the hope
that some of its ideas are informative and useful to you, as we continue to re-
spond and develop ways to maintain our traditional high standards of practice.

Footnote 0

*Stat-ments herein reflect only the private views of the author and are

riot to be construed as official or as necessarily reflecting the views of the
Pepartment of the Army or the Department of Defense.
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Appendix A

Glossary of QA ferms

Appointment: The formal granting of membership in a staff category 6
with specific clinical privileges in a hospital.

Attending staff: Physician, dentist or other qualified practitioner,
such as psychologist, who is a member of the organized sbff with privileges
Lo serve as the primary care provider or case manager.

Clinical privilege: Authorization by the commander to render patient
care and treatment services in the facility within well-defined limits, bas-
ed on the individual's professional qualifications, experience, competence,
ability and judgment. Individual clinical privileges are delineated for all
health care practitioners who are practicing independently and who are

directly responsible for diagnosis, treatment, and disposition of patients.

Consultant: A health care provider who gives professional advice or
services on request. A consultant must be well-qualified in his/her field,
and his/her qualifications are determined by the Credentials Committee.

Consultation report: A document that includes those matters which the 6
requesting practitioner sought an opinion on, and the consultant's findings
and recommendations.

Credentials: Documents that support a practitioner's training, super-
vision, and experience. These materials are used to determine specific
staff categories and clinical privileges.

Credentials Committee: One of the various committees formed to assist
the HFDDAC,' tLDCFN commander in discharging authority and responsibilities
for an ongoing uality Assurance Program. It appraises qualification cre-

dentials, recommends to the commander delineated clinical privileges of [HTF
personnel, privilege changes, and any other quality of care evaluations.

Incident reports: Documentation of events or actions that are likely
to lead to adverse effects and/or that vary from established policies arid
procedures pertaining to patient care.

JCAI1: Joint Commissio on Accreditation of Hospitals is a private,
nun-profit corporation developed for the purpose of setting standards for
hospitals.

fledical staff: A formal organiaiLjon of prac'titioners with the dele-
gated responsibilit and authority to maintain proper standards of' care and
to plan for conLinued betterment of thaL care.

*Pat ient care ussessmenit: A r~eview of medical records anid other appro-
piriate soijrres to evaluate the quality of patient care. It includes:
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(1) Assessment criteria, problem identification, and corrective actions; (2)
Documentation review of medical records for their accuracy, timeliness, coi-
pleteness, clinical pertinence, and adequacy as medico-legal documents; (3)
Review of specified treatment-related cases; (4) Other audits and reports S
like tissue reviews, anesthesia and necropsy reports, blood use, and drug
use; and (5) Consultation reviews.

Peer review: A service provided by professional associates to check
into the evaluation and treatment goals and processes, and to establish that
evaluation and treatment is medically/psychologically customary, necessary,
and appropriate.

Provisional appointment: Most privileges or staff appointments are

granted on a provisional basis for a specified period of time. During this
time, the Credentials Committee and other staff members can review the per-

formance of the provisional member. At the end of the time period, a deci- 0
sion is made to move the practitioner to regular status in one of the staff
categories.

Risk management: This is concerned with accident and injury prevention
and the lowering of financial losses after an incident has occurred. It in-
volves identifying problems or potential risk circumstances that must be 0
eliminated or reduced to prevent accident or injury. A "Report of Unusual
Occurrence," that describes any incident or event not consistent with normal
patient care that either did, or could result in an injury to a patient, is
one of the tools that is used in a Risk Management Program and may be refer-
red to Medical Claims proceedings.

Shall: Used to indicate a mandatory standard.

Should: Used in a standard to indicate the commonly accepted method of

compliance.

Staff privileges: Specifically delineated and granted privileges to S

provide care. These are usually requested by the practitioner, reviewed by
a Credentials Committee, and granted or denied privilege by privilege.

Utilization review: The process of using predefined criteria to eval-

uate the necessity, appropriateness, and management of allocated health1
services and resources to assure that services are necessary, cost efficient,
and effectively utilized. It includes appropriateness of' admission, services
ordered or given, length of hospital stay, hospital discharge planning anid
practice, and outpatient services.
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Appendix B

Quality Assurance Criteria

0
Community Mental Health Service

I. Criteria for patient entrance to CHII5 for evaluative services.

A. For referrals from unit commanders and official agencies: 100%

Uritten formal request from official of command/agency is
made available prior to evaluation.

[. For referrals from DOD medical clinics, services, depart-
ment, Activities:

Receipt of Consultation Sheet (SF 513) or comparable cor- 1000
respondence.

C. For self-referrals of active duty military personnel or
dependents:

Completion of CMHS, Initial Personal History Question- 100%
naire, (BAIC Form 76), and Privacy Act Statement (DD Form
2005).

II. Criteria for patient entrance to CUFIS for outpatient treatment
services.

A. Patient is evaluated by CMfHS staff as having a diagnosed 10000.
"mental condition," using criteria of DSM 111, and patient
agrees to comply with treatment plan.

B. Excludes patients meeting criteria for inpatient psychiatric 100%
treatment, or ASAP medical evaluation.

Ill. Criteria for initiation of referral to inpatient Psychiatry

Service. 100%

A. Persons evaluated by CMHS professional staff to be:

1. Potentially dangerous to self, others, or property; or

2. In need for continuous skilled observation or thera-
peutic milieu; or

3. Posing unusual outpatient management difficulties.

[. Persons being 1ejally mandated to inpatient evaluation/care.

. . .. O
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IV. Criteria for ASAP medical evaluation. I000
(All incidents)

A. Patients presenting vith:

I. Clouded or lethargic consciousness, or 0

2. Disorientation, or

3. Gait disturbance, or

4. Aphasic signs.

B. Patients admitting to ingestion of:

1. Toxic agents, or

2. Pharmacological agents in excess (or without) prescription. S

C. Patients complaining of any of the following events, not med-
ically evaluated:

1. Recent onset of any pain, or

2. Recent injury, or

3. Altered sensorium, or

4. Extremity/gross weakness or limited range of motion, or

5. Fainting or breathing difficulties/irregularities, or

6. Chest pain, or

7. Urinary or fecal incontinence, frequency, or

B. Vomiting, or

9. Bleeding, or

10. Persistent dizziness/nausea.

V. Criteria for continuity of medical care.

A. Psychiatric Care 100%-

A copy of Psychiatry Service narrative summary is received

at C-IHS for: .O

1. Individuals originally referred by CMHS to inpatient psy-

chiatric care, or
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2. Soldiers discharged from hospital and returned to duty
with assignment to installation tenant units.

B. Other medical collaborations 10000%

1. Notation is made in the Military/Civilian Consultation Case
Files to verify that individual's Outpatient Records have
been annotated about the CMHS contact: especially, when the -'-

"Medical History" section of the CMHS Initial Personal History
Questionnaire (BAMC Form 76) indicates that individual:

a. "Is presently being treated or under the care of a phy-
sician for any medical condition," or

b. "Is taking any prescribed medication (pills, shots, etc.)."

2. All completed Laboratory Study slips are forwarded to (or
placed in) the individual's Outpatient Records. 100%

5
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Table I

Possible Clinical Privileges for Psychologists

General Type Sample Language

Evaluation 1. Order, direct, provide psychological con-
Privileges sultations.

2. Perform special PNaluative procedures:

a. Clinical interviewing -
b. Behavioral assessment
c. Psychodiagnostic assessment
d. Biobehavioral & psychophysiological

assessment
e. Neuropsychological screening & exam-

ination
f. Mental status examination 0
g. Forensic assessment
h. Vocational/educational assessment
i. Psychosocial assessment

3. Perform other psychological assessment to-
ward diagnosing nature and causes, and pre-
dicting the effects of subjective distress;
of personal, social and work dysfunction;
and of the psychological and emotional fac-
tors involved in, and consequent to, phys- --

ical disease and disability.

4. Perform psychological assessment for formu-
lating diagnoses of mental conditions; spe- . "
cifically limited to DSM III. .

Treatment 1. Independently select and provide psycho-
Privileges logical treatment interventions:

a. Individual psychotherapy
b. Group psychtherapy
c. Behavior therapy
d. Marital therapy
e. Family therapy
f. Hypnotherapy
g. Biofeedback
h. Crisis intervention
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i. Pain management
j. Rehabilitation services
k. Environmental management & design

2. Write and sign orders for psychological
treatment and behavioral management plans.

3. Effect hospital admission; specifically
limited to Psychiatry (or other) Service, and
only with concurrent review and approval (or 0
collaboration) of staff physician.

4. Direct provisions of preventive mental health
services.

5. Other, as appropriate. 0

Consultation 1. Request consultations from other medical Ser-
Privileges vices.

2. Provide psychological (mental health) consul-
tation service to: 0

a. Individual beneficiaries
b. Other local MEDCEN (fIEDDAC) Services arid

Clinics
c. Command and command units
d. Military and civilian agencies
e. Other MTFs within health care Area or

Region
f. Staff Judge Advocate, military courts/

boards and to medical boards when mental
health testimony, evaluation, or commen-
tary are requested regarding issues of 6
competency, and/or sanity and of other
behavioral, emotional and mental conditions.

3. Enter "Psychology Notes" on Doctors Progress
Notes (SF Form 509)

4. Other, as appropriate.

Referral 1. Refer patients to Services and Clinics of [T[.
Privileges

2. Refer patients to civilian practitiners or
agencies for psychological care arid related
services (i.e., thru CIIAHPUS Advisor, etc.).

. . .* * *. *~ *~.*. * .. . . . . . . . .



Training/Teaching 1. Teach and/or train and/or supervise Interns,
Privileges Residents, Fellows, and Physician Assistants

in training at MTF.

2. Train and supervise psychology personnel and
Behavioral Science Specialists.

3. Train and supervise USAR personnel on active
duty for training attached to Service.

4. Other, as appropriate, to include profession- 0
al community education and staff development.

Additional supervisory 1. Direct/supervise the use & control of psych-
Privileges ological evaluation test materials (IAW HSC

Reg 40-3). 5

2. Direct (or contribute to) the technical sup-
ervision of DA Civilian psychological person-
nel.

3. Supervise PR & QA assessment of psychological S
services.

Clinical investigation 1. Design scientific & clinical research, in-
Privileges cluding individual case and control group

studies and program evaluations.

2. Plan, conduct, and supervise studies in clin-
ical psychology related areas.
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An Analysis of Commuiiity Mental Health Services
Within Health Services comimand

MAJ Dennis J. Grill, PhD
Letterman Army Medical Cente-r 4

MAJ (P) J'ames W. Futterer, PhD

William Beaumont Army Medical (,enter

MAJ William F. Barko, MSW

US Army Soldier Support (enter

Abstract

There have been numerous research studies conducted to
examine the epidemiological and demographic variables of
patients who have presented themselves or been referred fur
mental health services- in the Army. However, to date no
systematic study has been conducted of a specific mental health

agency. suc-h as the CMHS. The chiefs of 3D of the 32 CMIISs
within HSC were telephonically surveyed utilizing a struct-
ured interview. The Puroose of the Tpresent study was to
establish a data base about CMIISs within HSC with reqard
to organizational positioning, staffing levels, services

provided, workload and support climate. The implications
of this data are discussed for policy and guidance concern-
ing CMHS organization, staffing and workload reportinoi.

Introductijon

There have been numerous research studies conducted by m eita] ll-a it h

persornel within the Department of Dofen;e which have -,xami nod the-

nwidemiolog ical and demograp hic variables of patienuts who have i res ented! thenl-

selves or been referred for mental he~al th s'-rvi ces (Hlns rs M.t al1 19~HO
Zych, 1980, 1980; Quirk et al , 1977), Many, of these studies have hen qiojr-
formed by rnlri ty MWIital Health ';ervice ((MIL-;) ! (rlenc (Iat enstal lat ions;
within Health Pprvle-s Command (HlSU). lii addi tion, lii ils ceirtui and
d, sr-ripx~iv. artiri 's have bern onb i sled out lini inwI'iio - i' oramr;

ir~~ I rrt in) di ffr-rt- militar. enviimonits, tr 'a niimb( r of a-i
V i r it :onl at ionn (laust, in et al I "7Hs; 'orll fl,](!~ *

I ts1' kv It al 11)( 1)



lkwev,,r, to date litt 1 has been done to systematicallv study a specific
.nta health agency, such as the CMIIS, on an I 1('-wide basis. Allerton and

,trson (1957) in an articlu on preventive psychiatry do at least review the

vlopment and the then current status of the forerunner i o the CMHS, the S
rntal Hygienev Consultation Service (MHCS) . They report that in 1"55 there
r 19 active MI(CSs and that by 1956 there were 22. They further indicate

iat vy this point MHCS coverage had expoinded from the World War I[ focus
basic traininq posts to include coverage for the majority of all active

:*v Personnel. Of most importance to the t resent discussion is that they
iw the MMPS as being primarily a preventive urogram which includ"., as a
il I-unction the provision of advisary services to command regarding mental
,±Vlh tr-ends and issues.

in a more recent article, Bevilacque, Morqan and iedlund (1971) rc,)orted
a survey of 10 of the 37 MHCSs in existence at that lime. While th, ir .ur-

Dse was to determine methods for computer research support to clinical opera- S
ions, thev did collect data reqarding the staffing of poest mental health re-
urccs, oulation served and functions performed. Th,, authors indicate that the

iucct ssfulness" of an MHCS was judged by such things as the variety of services
vai lablc, the number and proportion of community consultation activitius
j individual treatment sessions and the extent of use of interdisciiplinary,
inctional teams versus individual-discipline structured activities.

The objective of the present study was to survey all the CMHSs within
SC and to attempt to systematically delineate their similarities and diff-
rences. More sn cifically, the purpose was to establish a data base about
.IHSs within HSC with regard to organizational positioning, staffing levels,
,rvices provided, workload and support climate. Such data has implications
or policy and guidance concerning CMHS organization (TiSC Regulation 10-1),
taffing (DA Pamphlet 570-557) and workload reporting (User's Manual, MED 302"c. nort .. i;]

Data Collection 0

To insure a high r-sponse rate, it was decided to survey all CMO.<s within
V telephonically rather than by constructing a questionnaire to he mailed.
standardized telephonic interview was constructed which examined the follow-

ng areas: organizational positioning, staffing, services provided, workload
nd support climate.

:Iily those MEDCEN/MEDDACs within HSC with recognized CMHSs on their
Able of Distribution Allowances (TDAs) were included in the study. Thirty-
No (32) CMOSs were identified utilizing this criterion. The TDAs of these

1Mfn , as wl I as the approu[riate orqan; o1 tonal diagrams, wore obtained
re)m ISPC and utilized during the tel ephonic interview. (if the 32 identified/ S
.... nizod cMhISs, data was collected on 30. in each case, either the chief
f th, 'MH.: was interviewed or a representative d,,signated by tin chief.
0h r- ,, rwd to the two rMos from which data was not collected, the first
'1, whi],- having recogniz,,d r,"uiremnts, had no authorizations and con-

a' n l. no functional ,CMH;. The sec(nd ('MIS had only two requirements
i -) oii position authorized and only on, individual assigned who was S
Tartin; within the month. Data collotion occrcPd in June 194.

A r)
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MIT work load data and popu lat ion served data was obt a inod from the
d > aient Administration Systems and Biostatistics Activity. Specifically,

;:ara was obta inod from the following lines of the- Md 302 Report ( Medical
:uimmary R, Iert) for Fiscal Year 1983: Lie 133 - Mental Hoalth Clinic
Visits; Line 183 -Population Served; and Line 184 -Strength Provided
Primary Care.

Resul ts

Owresul Vs of the CMHS survey are presonted below and are orqaniz-d
into th fivo major content areas, mentioned previously.

'c 't onof (iMISs

':0) 'MSs were gProuped into four types utilizing two criteria as
i:) Table- 1. First, cMHiSs were sorted into three categjories based on

Insert Table 1

thnojr or-iacizatioial pos ition within the MEDGEN/MEDDAC (Rule #1). CMIISs
w- c catoeqori zed as either separate, combined or subordinate. A separate (2MHS

'hc1) was- definod as a CMJIS which was organizationally separate fromn the
LX: artm-nit of [svchiatry. A combined CMHS (Type 2) was defined as a CMH;
which functioned in 1liou of the Department of Psychiatry, that is, it
funct i ned as a combined service, providing the services of both a separate
CMOS and a Department of Psychiatry. A subordinate CMHS was defined as a -

C-Mff. which was a servi ce wi thin the Department of Psychiatry. This organi-
-atiunal position could have been determined by the TDA or by the order of
Wh MEDCEN/iM'cDDAC n 'onandpr, that is, by OER rating scheme. The second criterion
util ized dealt with the nature of the CMHS patient population, that is, was
tKP antiort population primarily active duty personnel, or was it a
mixed ',opulation madle u:, mostly of family members and retired personnel
(P,~ I ,12) . Se,,jarate CMIISs (Type 1) saw predominantlv active duty personnel
wile1 combi ned SMEI. s (Tvre, 2) saw a mixed populat ion. Based on Rule #2,
gcinordina to CMflSP wore fur thor subdivided into subordinate-Active Duty (AD)

Ni~(Typo 3) those which saw primari ly active duty personnel , and
Q1,nr

1 nit~ mixed- CMII~s (Tyle 4) , which saw a mixed population. These four
(, MI]c: will he, ut ilizod thronohout the rcomai nder of the report.

P LX T~ ant abouit this categorl ration Process is the fact that0
I al1l1. The or' an izatic na 1 conceot of a CMI IS has- beeon

it:' four d iffe r( n t ways : separate CMHSs (8 out of W( or 2-7 );
IT! (I' out of 3n or 53") ; subordinate-AD CMI!S s (3 out of 30 or

0. ar ia t -P1 xd CMHSs (3 out f 3(1 or I (T) The establishment
+ ~ n nc-TICVKQ rMISs is authorized cinder the provisions of Chapter 7,

* C I '- vOi L, ub ord inato-AD and scjhc crd inratV -mi xoc CMIISs roan ire

X'



M5KJ1 Palct ion activo' duty popiulation data obtained from line 183 of the
K: RL''ert (Medlical z urmiv Report) reinforces the organizational giuidance
iniO o 7, JIS( Regulation 10-1. Paragraph 7-lb states that

,,5 ill he L2s t~thi shed in those( M1LD(,PN/MEDDACs which support large
x., dtv -,riv, miIit a ry ur Iat ion s. in addition, at smaller MEDDACs where

i,4 hut em' or no oyh titass!igned, thle CMHS will be2 k-tabl i shed
fu ntlct_ in I a' (- thI h i t a Depar tment of Psychiatry and Neurology

S ~ ju Wuik A. v c 'As can he- seen inl Ta ble 2 , separate CMFISs tend

Insert Table 2

------------------ --- ---- --- ---- --- ---- --- ---

tr tnd it large-,r ins. tallations, that is, installations, with an active
inof I 0)or greater . Combined C'Mff> teind to be found. at

II ii' t ill ationo , that- is, pests with an active duty population of less

AL ni- mt i oned previously, the TDAs of al11 CMIISs survuyod were
r n IS ;ri or to to lenhonically contacting each CMFIS r-hi of.

ii t r, 0_tiu7tur(,d telephonic interview, the requirements and authoriza-
!i ,iv' i tied for accuracy, and information obtained en each assigned

i vi litaI , o. , rank or civilIian pay grade, and specialty skill1 indicatorS
I), military occupational snecialty CMOS), or civilian specialty cede,

Co ronia o.Table 3 summarizes the data and depicts the average number
r-juir(enents , authorizations and assigned personnel for each type of

nd For HSzc overall. There: appears to be little difference between
foury tvynes of CM11Ss in terms of their average number of authorizations
a517,-i(Tn-d nersonnel . Subordinate-AD CMHSs do appear to have a largerS
ram nlh(' of r-'guiremcents- (11.()0 as opposed to ei ther 10.88, 10.25,

VI tLi sdo,.-s not semto have resulted in a proportionate
i-~i vith,)ritfionis or assigned personnel. OverallI wi thinl IISC,

*h.!v- i!n roxirntly 11 requiremrnts , R authori r.ations, and ') assigned

Ins-rt Tahl- 3

hI tc *''o )f rililOcnt - .iich artc authonri zed
I 111 * im-wr ,at i " ' ,; w i ch tir' fi 1 0( wi tit assigned 1)('r-

P t i mot 4, aithlit rd rc'civemrrnt-s (/7 on
r i i ,,,1 1, 11it V t ;lightly below the IS ave(rage for

T! tact, 5 I eF il I O~ (th, coohi nod '2MHSs) on th-
r r rI r. nP-I a jt i~c~ Addit-ionally, CMHFs



The 1984 Active Duty Psychologists Survey:
Army Clinicians' Responses

A. David Mangelsdorff, Ph.D, M.P.H.
Health Care Studies and Clinical Investigation Activity

Health Services Command
Fort Sam Houston, Texas 78234-6060

As part of the 1984 survey of active duty military
psychologists conducted by Division 19 of the American
Psychological Association, acive duty Army clinical
psychologists were questioned on their perceptions of
the Army. Surveys were sent to 128 Army psychologists
with the 68S specialty skill identifier. Responses
were received from 98 of the Army clinical
psychologists; of the non-responders, 11 left the
service, and 5 moved during the survey. Comparisons
with the 1976 survey (Mangelsdorff, 1984) were made.

What factors affect the decision to remain in the military
or to leave? This problem has been addressed at varying times
(Hedlund, 1968; Mangelsdorff, 1978, 1984; Murray, 1978). The
recurrent issues identified as influencing military health care
professionals to leave the service were: inadequate pay,
possibility of nondirect patient care assignments, lack of
participation in decisions affecting their careers, lack of
sense of belonging to the military community, inadequate
integration into military social life, poor equipment and
support facilities. The current study was part of the 1984
survey of active duty military psychologists conducted by
Division 19 of the American Psychological Association. The
purpose was to document issues of concern to Army clinical
psychologists.

METHOD

Subjects.

Surveys were sent to 128 active duty Army psychologists with
the 68S special skill identifier.

Procedure.

The Division 19 survey instrument was mailed to all military
psychologists on active duty in 1984. Respondents were asked for
demographic data, attitudes toward a military career, and
attitudes toward a variety of issues. The issues were assessed
from two perspectives: long term motivator factors and from the
degree of satisfaction felt. Attitude statements were assessed
using 7-point Likert scales (I minimum to 7 = maximum).
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Table 9
Support Climate Ratings 4b

0 =low to 10 =high

MEDCEN/MEDDAC Installation
qTy!i of CMHS Support Rating Support Rating

1. a~rate I 5.63 . 7.63

C. ombi ned 7.50 7.18

AD6.33 5.67

4. Suodnt -Mix( d I 7.67 1 5.67

H---------------------4 -- .--.-- __

1z<Av-ra~lt 690 70
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Table 8
Reportable & Non-Reportable "Clinic Visits"
Percent of Acknowledgment as Reportable

Reportable "Clinic Visits" Non-Reportable "Clinic Visits"
'AW User's Manual, Med 302 Report IAW User's Manual, Med 302 Report

o7, each time an individual is 43% consultation with a thi.rd party
treated or evaluated such as a unit commander, first

sergeant, teacher, or another
1; each member of a therapy health care provider, when the S

qr-ou patient is not present

7", pre, scription renewals along 40% every psychological test given
with a clinical evaluation

20% Each administration of a psych-
' telte)honic medical consulta- ological test I

tion with a natient, document- -
ed in the patient's record 20% each scoring of a psychological

test
group activity counseling
(educational classes) each 20% each interpretation of a psych- -
group or class counts as one ological test S
clinic visit

7% telephonic medical advice to a
.3 each time a patient is re- patient, not documented in the

ferred to another section patient's record
of CMHS for another type of
service 7% prescription renewals without 0

clinical evaluation of the
0c each time an examination, patient

eva]uation or treatment is
provided in the unit, school, 3' individual case staffing
community center, home, etc.

3% no-shows 5

3% cancelled appointments
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Table 6
ComOsition Of CMHIS Patient Popullation

Averaqe Average
Percent Percent

Type of CMHS Active Duty All Others

53% 47

3. suibordinate - AD I99% 1

4. Sbrinae-Mixed 47% 53%

1.' CA% .. rca 1 69% 31%

Table 7
Avorage Monthly Clinic Visits for FY 83

For FY 83
Average Monthly

Tvy-pe of CMIIS Clinic Visits Range

I-Separate 
427 214 - 761

2. Combined 136 48 -795

K ae-AD 333 189 -51n

1 4. .mibor-di!,ite, Mixed 791 i 224 -1811

ISV A v rau 4 16E 48 - 181
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Table 4

SSI & Rank of CMHS Chief

ecialty Skill
dicator (SSI) (PT/03 MAJ/04 LTC/05 COL/06 Total

ychiatrist 3 3 11 *5 22__ ___ 1 .i._ _ ------ '.- __ _ _.1-

ychologqi t 2 0 4

cial Work Officer 3 1 0 4

*includes one GS-14 civilian ipsychiat-ist

Table 5
Services Provided

Percent Direct Percent Consultation/
Type of CMHS Patient Care Related Prevention/Education

1. Separate 82k 18%

2. Combin ,d 92'

.h;bordinate, - AD 77% 23

4. . ubordinate - Mixed -17,

HS(: Averae 13%H7-

__ -- - - - - - - - ---- ---- ---.--- - - --



--

Table 2
Total Active Duty Population Served

Less Than 7,500 to 15,000 to 20,000 & -

Type of CMHS 7,500 14,999 19,999 Above Total

1. Separate 1 0 2 5 8

I.-

2. Combined 5 6 4 1 16 0

3. Subordinate -AD 0 1 0 2 3

4. Subordinate - Mixed 0 1 0 2 3

Total 6 8 6 10 30

Table 3 5
Averaoe CMHS

Requirements, Authorizations & Assigned Personnel

Average Average Average Percent Percent
Type of CMHS Required Authorized Assigned Auth/Req Asqd/Auth

1. Set arate 10.88 8.25 8.13 76% 98%

I I2. Combined 10.25 8.25 8.63 802 105%

_.. . -- _ _ I•
; 13.0 8.25 1050 9 '7 % i

* 3. Subordinate - AD 13.00 9.00 7.00 6 9 78%

4. ;ubordinate - Mixed 10.33 7.00 7.67 68% 110%

uSC Total 321 246 247 .
-L-- - . .-- .-- -- - -. -

HSC Average 10.70 8.20 8.23 77 100%"
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Table 1
Categorization of CMHSs

Rules Categories

1. Separate 2. m) Nin nod Subordinate
CMHSs I CMFISs CMHSs

Rule #1: jCMHS is a sep- CMHS functions CMHS is a service within the
Organiza- arate service in lieu of the Dept. of Psychiatry (by TDA or
tional from the Dept. Dept. of Psvchi- by order of the MEDCEN/MEDDAC
Position of Psychiatry atry CdrU)

3. Subordinate- 4. Subordinate-
I Active Duty Mixed

CMHSs CMHSs

Rule #2: CMHS serves ICMHS serves CMHS serves CMHS serves a

Nature of mostly active ia mixed popula- mostly active Imixed popula-
Population duty personnel tion fduty personnel tion
cServed

N =8 N 16 N 3 N 3

2 72. 53", In"% l0%
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Discussion

In comparing the findings of the present study with those of Allerton
and Peterson (1957) and of Bevilacque, Morgan and Hedlund (1971), it becomes
clear that the CMHS has gained a measure of permanence for its organizational
existence. This is reflected by the stability in the number of CMHSs reported
over time and by the finding that current CMHSs are authorized and staffed at
levels equal to the HSC averages for all services. Unfortunately, differences
in data collection and purpose between the studies does not allow for direct
comparisons between past and present staffing patterns or workload levels.
Bevilacque et al do comment that the total number of mental health personnel
asigned to each post varied greatly and was not directly proportional to
thc size of the population supported. This was equally true in the present
study for both the number of personnel supported and the workload produced
by each CMHS. They also report that in all instances the sunior Army )sychi-
atrist was chief of both the hospital Psychiatry Service and the T'hS. This,
ot ourse, was by definition not the case for the 8 CMIISs which fell in the
'_-qt.atate" category of the present study nor for 5 other current CMHSs which
had ither a social work or psychology officer as chief.

Probahly the most striking finding of the present study is the variabi-
lity and confusion surrounding the reporting of workload. In part, this" O
can be attributed to the inexperience of some leaders, to poor record keeping
t:ractices, to ignorance of what may be counted as valid workload or, as
stated above, to a belik- that valuable and worthwhile activities are not
receivin(i proper credit. To a larger extent, though, this confusion in . -

workload reporting seems to reflect a loss of clear purpose for the existence
of the CMHS both by the larger system and by the personnel staffing the CMHSs.
Is the CMHS primarily an outpatient clinic, as dictated by the workload
reporting system and the need for MEDCEN/MEDDAC commanders to generate
Mecdirjl Care Composite Units (MCCUs) to obtain funding and staffing, or is it,
as implied by its historical development and the mission statement in HSC
Regulation 10-1, primarily a consultative, preventive agency designed to be
at, alternative to the traditional hospital/clinic based method of mental O
health service delivery?

To answer the above question and many others generated by this study,
it is recommended that an HSC-wide conference focused on issues relevant to
"MIISs be conducted. It is further recommended that a proponent office or
agency for CMHSs be designated at the HSC level. This office could then 0
not only assist with clarification of the current issues but also insure
that CMtiSs are properly represented in future policy deliberations.
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or post, that is, all units other than the MEDCEN/MEDDAC. They were
asked to rate this support climate on a scale from 0 to 10, 0 being no
support for CMHS activities at all, and 10 being tremendous support.
Table 9 is a summary of those ratings which indicate that overall, there

Insert Table 9

is little perceived difference between the support CMHSs receive from the
MEDCEN/MEDDAC and from other installation units (6.90 and 7.00 respectively).
The ove:rall impression of support is notably positive. However, separate CMHSs
and subordinate-AD CMHSs perceive less support from their MEDCEN/MEDDACs
than do combined CMHSs or subordinate-mixed CMHSs.

Summary of Findings

1. The organizat.ional concept of a CMHS is not unitary in nature.

2. The size of the installation has a significant bearing on the
orqanization and functioning of the CMHS.

3. The percentage of CMHS authorized requirements is equivalent to
or slightly below the HSC average for all services. CMHSs are staffed at
full authorized levels.

4. Psychiatrists, psychologists and social work officers serve as
chiefs of CMHSs.

S

5. Considering the mission of the CMHS as outlined in HSC Regulation
10-1, all types of CMHSs provide little in the way of consultative, preventive
or educational services.

6. Separate and subordinate-AD CMHSs provide services to a more
focused population while combined and subordinate-mixed CMHSs are more
diffused in their target population.

7. CMHS workload, as reported on the Med 302 Report (Medical Summary
Report), is tremendously variable from clinic to clinic. Much of the
variability is related to the manner in which workload is reported across
CMFISs. 

8. Ther, is little difference between the overall supoort CMIH-Ss reoiv,-
from the MEDCEN/MEDDAC and from other installation units. The overall impression
of support is positive.

67

, ..



The results are presented below by type of CMHS. If more than one CMHS
chief mentioned a particular activity/service, it is noted in parenthesis.

1. Separate CMHSs
a. Command consultations: client-centered (5 CMHSs)
b. Training and education time:

(1) post graduate fellows
(2) psychology interns
(3) education with units (2 CMHSs)

c. Command consultations: organization-centered (4 CMHSs)
d. Consultation time to hospital staff

2. Combined CMHSs

a. CMHS case staffings
b. Consultation with the stockade
c. Quality assurance review and other administrative time
d. Liaison time with units and organizations
e. Consultation with the inpatient psychiatric ward (3 hours per case)
f. Consultation with other physicians
q. Prescriptions written
h. Ward rounds
i. T,,nqthy psychological evaluations (3-4 hours)
j. R(search in the area of psychological testing for flight training
k. Psychological testing in general
1. Administrative time (case recording, supervision, etc.)
m. Family Advocacy Case Management Team (FACMT) case investigation

(because of the large amount of time involved in each case)
n. Equal Opportunity (EO) staff officer time
o. Supervision of other programs (FACMT, ADAPCP)
p. Travel time (as much as 4 days per month on consultations)

3. Subordinate-AD CMHSs
a. Telephonic consultations
h. Command consultations involving educational programs S
c. CMHS paraprofessional supervision
d. ('MH.S case staffing

4. Subordinate-mixed CMIISs

a. Educational groups
b. Each CMHS staff member involved in a consultation S

The results on CMI{S workload indicate that if such data is to be
useful and interpretable, the guidelines for its reporting must be clear
and also understood by the qonerators of that work. More importantly,
!he,, guideliriis must b- able to captuire all the various service activities
in which (Miss in any settinq may be in~volved, whether they b, direct patient •
atr,, teIat d or activiti(s sii'ch a,; conistiltation/preve tion/(,du(:at.ion.

I'Ap_,ort (_' i mate

CMI-; chieffs were askid to rate, the, support CMflS receives for its
activities from the MEDCEN/MEDDAC as a whol, and also fr m the installation •
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and assigned personnel. Given approximately the same number of personnel,

ls should vIerate approximately the same amount of work, within limits.

ilow( vr, it does not apilear roasonable to expect a range of from 48 clinic

visits to 1811 clinic visits. Additionally, four CMiV4 reliorted no work-

load at all on line 113. it can only be assumed that this workload is

heirs; ret ,Crted on other lirlfs of the tied 302 Report such as line 130

(psvch latr,)I, line 1. 31 (osycholoqy), line 132 (chi Id quidance) or line 153

social work s (2 e1 )

Much (f the variability in CMIIS workload is related to the manner

in .hih it is reported across clinics. CMHS chiefs 'were asked to specify

all th activities/functions./services which were reported as CMfS "clinic

visits" on their MEDCEN/MEDDAC Med 302 Report. Table 8 represents a summary

------------------------------------------------------------------------

Insert Table 8

------------------------------------------------------------------------

of tr.iuctivities/functions/sorvices which were acknowledged as reported

workload by each -MIIS. All the acknowledged activities were divided into

two orou-s, reportable and non-reportable clinic visits, as defined in

Chapter 3 of the User's Manual for the Med 302 Report. As can be seen

f m Fable 8, not all ('MHSs acknowledqe counting as r, portab]e workload
all tht% functions/activities/services they are allowed to (first column

of Table 8) . One exolanation for this may be that the CMHS does not provide S

that particular service, and therefore, the activity was not acknowledged

as r(enortablt, i.e., a CMHS with no therapy (groups did not acknowledge this as

ren!)ort-ob]l, because the(,r were no theraV qroups to report.

What i s most important to note is the percent of all CMHSs which ;4

acknowiedqd specific activities/functions/services as reportable, when ,

in fact they are non-roportable by Med 302 Report User's Manual guidelines.

43" (13 out of 30) of all CMHSs report consultations with a third party

when the patient ir not present. 40% (12 out of 30) of all CMIISs report

e.very psychological test given. Other activities which were inaccurately

beiing counted as reportable included: each administration (20%), each

scoring (20i)", and each interpretation (20%) of a psychological test, |

nor-docum nted telec)honic medical advice (7,,) , prescription renewals without

a clinical evs'luat-ion (7"), individual case staffings (3-), no-shows (3t)
and cancel ed appointments (3 ).

What thee resu1 t; si,,gest is not simply, ignorance about the criteri a

f tor accountii for 'cMUS workload. Rather it suqests that CMHSs are per- ,

forming work, sr,ci fi a tivities which ('MHSs feel a rE valuable and worth-

i w ile, for wh i ch th', sc,tvic(, rcrivrs Ii ttl(, or no credit. Instead of

loosin; this data, M ,ls teIort such activities as reportable clinic visits.

"MIIS chiefs were al!o asked what. activities/services should be reported

a- C'MHS work load which are not now reportable under present guidelines. S

[...
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present workload accounting system as outlined in the User's Manual for the
Med 302 Report (Medical Summary Report) provides almost no credit for
consultation/prevention/education services. As will be discussed later,
guidelines for documenting CMHS workload are almost exclusively defined in

terms of direct patient care type services, and even these guidelines are
not clear. There appears to be a contradiction between the document which
provides ;Mliss with its mission and organizational guidance (HSC Regulation
10-1) _,d the locument which defines what work CMHS gets credit for (User's-

a:iuii , Med 302 Report (Medical Summary Report)).
0

"MHS. chiefs were also asked to define the nature of the clinic patient
i , that is, what percentage of patients seen were active duty

ri, 1, retired military, family members of active duty personnel and
: -hers of retired military. Of primary interest was the relation-
.i tw-n the percent of active duty personnel seen and all others.

A ! t I.'v, in most cases the data reported represent only estimat(es bv
Sieiff rather than actual patient counts. The results shown in 'Fable 6

Insert Table

S . "" i

indicate that separate CMHSs and subordinate-AD CMHSs provide sorvices
jrimarily to active duty personnel (95" and 99% resnectively) , while .
combinc, d CMHSs and subordinate-mixed CMIISs see a mixed population
(a 53 /i7" and 47/53% split respectively) . Coupling these findinqs with
the? data on consultation/prevention/education, it would appear that as a
CM11S becomes more diffuse in terms of their target T)opulation, needing to
serve a larger spectrum of the copulation, consultation/rirevention/education"
services decrease. More time is devote-d to direct patient care simplv
because there are more patients to be s, .n.

Workload

The average number of monthly clinic visits for Fiscal Year 1983
for all CMHSs was obtained from HSC from line 133 of the Med 302 Report
(Medical Summary Report), the official reportina line for a CMHS within
a MLDCEN/ME;DDA(. This data is summarized in Table 7. What becomes most

ns.rt Tahl', 7

, s arent ,lpor) -xaminit ion of Tahl'' 7 is, tiit th,,re, is tre'meindous vaniability

,mong (MUlSs with reqard to av(,rage monthly workload rolertd (48 - luQl
ciniri visits with an avrraqe of 11,). 'li- is; n(t .it 11I eo iOit,,it with
'il' ,a ta r r!)orted on Ilh, av,'r-anI ' llumnht )f 'MI!. , r-,mntst , au thori7ation.

. . . . • ., . . -.
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are staffed at full authorized levels (100% on the average HSC-wide). However,
officer/enlisted/civilian and rank/grade imbalances were not examined here
and their analysis may yield some interesting results which can have implica-
tions for service -rovision. S

One specific position within the CMHS was examined, that of the chief.
Paragraph 7-ld of HSC Regulation 10-1 states that "any qualified behavioral
science officer may serve in the capacity of Chief, CMIIS, as designated
by the commander." In fact, the study found this to be the case. Table 4

Insert Table 4

lists the number of CMHS chiefs by specialty skill indicators (SSIs) and

rank/grade. 73% (22 of 30) were psychiatrists, 13.5% (4 of 30) were

ivchologists and 13.5% (4 of 30) were social work officers. 60% (18 of 30)
of all (MNS chiefs were lieutenant colonels or colonels with lieutenant
colonel being the modal rank (43%). In only one case was the chief of S
QMlfS a civilian, and that individual was a Psychiatrist.

- ervices Provided

Each chief was asked to specify all the various services provided by
rh CM1S, and then to assign a percentage to each service area mentioned. S
.)f interest to the investigators was not the identification of all the
;; e('ific services r)rovided by CMHSs, but rather the examination of the
extent of the emphasis placed on consultation/prevention/education as
contrasted with direct patient care related services. Consequently, the
services specified were then divided into these two categories.

The organizational forerunner to the CMHS is, of course, the Mental
Hyliene Consultation Service (MHCS). The MHCS's primary focus was consulta-
tion to commanders, consultation which was not necessarily patient related
but more to do with the morale and effectiveness of soldiers. In point of
fact, HSC Regulation 10-1 still lists the '1Provision [or mental health
'onsultation services to command. ." (paragraph 7-2a(l)) as the first •
func'tion under CMHS organization. However, as Table 5 points out, only

Tnsert Table 5

1 3, of CMHS servict deli very time is devoted to consultation/provention/
,ducation services. Even more striking is the fact that the combined CMHSs,
')I' of al CMilSs, si)end on the average, only 8% of service deliv(-ry time •

in t1,1s important arca. An important fact to consider here is that the

| •



RESULTS -

Sample Characteristics

The 98 respondents were characterized as follows. Gender: 12
women and 86 men. Rank: 60 captains, 26 majors, 10 LTCs, and 2
colonels. Doctorate conferred: 88 Ph.Ds, 8 Psy Ds, 1 Sc. D, and 3
without doctorates completed. Licensed/certified as
psychologists: 50 were licensed, 48 were not. National Health
Register: 36 were listed, 62 were not. Diplomates: 8 were
diplomates, 90 were not. Military education completed (highest
level): senior service school (2), command and staff (21), advance
course (28), basic officer course (38). The average age of the
sample was 36.0 years. The average number of months in present
assignment was 18.7 months. The average number of years of active
military service completed was 8.7 years.

Issues of Concern in 1984

The issues reported as being of concern (as defined by having
high values on the attitude scales) were: " Extent willing to
become licensed to advance in rank" (6.6), "Commitment to
profession" (6.3), "Commitment to work" (6.4), "Extent responsible
for own career development" (6.0). The long term motivators of
most concern were: "Having rank commensurate with professional
experience" (6.3), "Having retirement benefits available" (6.2),
"Personal control over how own career develops" (6.2), "Career
progression" (6.1), "Having opportunity for independent thought and
action" (6.1), "The amount of responsibility given to me" (6.1).
Issues where there were significant differences between the
Satisfaction and the Long Term Motivators were regarding: "The
promotion criteria", "The avai.lability of incentive pay," and
"Desirability of an equivalent amount of time for advanced
professional training as a substitute for suggested/required
military training."

Regression Equation Development

A regression equation was developed to predict the response to
the 7-point criterion item "Likelihood remain until eligible for
retirement" (scale endpoints were 1 = low probability and 7 = high
probability). From the pool of demographic section responses and
Long Term Motivators, items having content specifically dealing
with military career, psychology, and/or military identity were
identified. The items selected in the regression analyses best
reflect issues affecting the decision to remain in the service.
The equation developed was significant (F = 3.27, df = 10/80,
p = .0014; multiple R2 = .539). The most salient issues (with
betas) were: "Rank ordering of self as military officer" (-.35),
"My liking my present position" (.19), "Extent responsible for
own career development" (.17), and "Extent current position
allows you to keep up with psychological literature" (.13).
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DISCUSSION

Overview.

The discussion will reiterate the findings from the 1976
survey of active duty Army psychologists (Mangelsdorff, 1978),
the 1976 issues as they related to retention factors
(Mangelsdorff, 1984), and how the 1984 issues compare to those of
1976. An overall discussion of salient points will follow.

The 1976 Survey.

The 1976 issues reported as being of greatest concern for
active duty Army clinicians (as defined by having high values on
the attitude scales) were: "Having rank commensurate with
professional experience and qualifications" (6.15), "My personal
control over how my own career develops 5.96), "Having the
opportunity for independent thought and action" (5.93), "My
personal accomplishments as a psychologist" (5.80), "My
professional identity as a psychologist" (5.69), "Having the
opportunity to remain current in my field in psychology" (5.69),
"The amount of responsibility given to me" (5.69). The issues of
concern for predicting likelihood to remain until eligible to
retire centered around the development of a professional identity
as a military officer. These included "Sense of membership in
Army", "Having retirement benefits available", "Total number of
years of active military service completed."

The 1984 Survey.

The issues of most concern to the active duty Army clinical
psychologists dealt with the establishment of a professional
career. These items included: career development and
progression, professional experience, responsibility,
opportunities for independent thought and action, and
availability of retirement benefits. The development of an
identity as a military officer was significant in determining
whether the clinician would likely remain in the service until
eligible to retire.

Salient Issues.

The 1984 respondents were older, with more years of active
military service completed, and with more military education than
the respondents in 1976. Since the mid 1970s, more Army
psychologists have elected to remain on active duty to make the
military their career. Army clinical psychologists have
sharpened their own psychological skills. Professional
psychology credentials have been added: taking post-doctoral
fellowships on active duty, becoming licensed/certified as
psychologists, listing on the National Register of Health
Service Providers in Psychology, and sitting the Diplomate
examinations. In addition, Army psychologists have completed
more advanced military education programs. In the 1984 Army, to
be competitive for promotions requires being accomplished as a
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psychologist and as a military officer. The issues with
significant dITf-erences between satisfaction and long term
motivators affected career options: availability of incentive
pay, promotion criteria, and equivalency of professional
experience for required military training. These elements, in
part, affect the status of the psychologist competing with other
MSC officers for promotions and recognition. The themes tapped
in the 1976 survey of: career development and progression,
professional identity, and enhancement of professional skills are
again reflected in the responses to the 1984 survey.
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A COLLECTION OF REFERENCES PERTAINING TO CONFIDENTIALITY
ISSUES IN PROFESSIONAL PRACTICE OF ARMY

MEDICAL DEPARTMENT PSYCHOLOGISTS*

S

LTC David H. Gillooly, Ph.D.

Brooke Army Medical Center

0

Abstract

Questions have been raised about the established pro-
visions for confidential information handling by Army Medi-
cal Department psychologists. Civilian professional stand- 0
ards and service guidelines regarding confidentiality are
abridged. Specific U.S. Army regulation references are listed
to illustrate the manner and means for protecting the confidenti-
ality of medical information obtained by psychologists, who have
official duties to observe, evaluate, treat, and provide psycho-
logical consultation and services to members and units of the
armed forces. These regulations implement statutory law as set
by U.S. Code. The references regarding the compilation, mainten-
ance, ownership, transmittal, and disposition of psychology records
and reports are also noted.

References for civilian professional Ethical Standards and Specialty

Guidelines

1. American Psychological Association. (1983). Ethical Principles
of Psychologists. American Psychologist, 36, 633-638. Principle 5,
Confidentiality, states:

"Psychologists have a primary obligation to respect the confi-
dentiality of information obtained from persons in the course of their
work as psychologists. They reveal such information to others only with
the consent of the person or the person's legal representative, except
in those unusual circumstances in which not to do so would result in clear
danger to the person or to others. Where appropriate, psychologists inform
their clients of the legal limits of confidentiality.

a. Information obtained in clinical or consulting relationships,
or evaluative data concerning children, students, employees, and others,
is discussed only for professional purposes and only with persons clearly
concerned with the case. Written and oral reports present only data germane
to the purposes of the evaluation, and every effort is made to avoid undue
invasion of privacy.

b. (Deleted)
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c. Psychologists make provisions for maintaining confidentiality
in the storage and disposal of records.

d. When working with minors or other persons who are unable to
give voluntary, informed consent, psychologists take special care to protect 0
these persons' best interests."

2. American Psychological Association. (1983). Specialty Guidelines - '
for Delivery of Services. American Psychologist, 36, 639-669. Services "
by Clinical Psychologists, Guideline 2, Programs, states:

a. In Section 2.3.4 (p 646) that "Each clinical psychological
service unit follows an established record retention and disposition policy.

"INTERPRETATION: The policy on record retention and disposition conforms
to federal or state statutes or administrative regulations where such are
applicable... These temporal guides are consistent with procedures currently •
in use by federal record centers."

b. In section 2.3.5. (pp. 646-647) that "Providers of clinical
psychological services maintain a system to protect confidentiality of
their records (italics added)." (For actual language and specifics see
Guideline document.)

Military references

1. Armed Forces regulations implement statutory law as set by U.S.
Code. They are in accordance with the U.S. Code. ---

2. Individuals in positions of command authority are responsible
for the care of subordinates (Para 2-2, AR 600-20).

3. Commanders have authority to direct health care and evaluation
of subordinates. --

a. Re: Disability evaluation (Para 4-7, AR 635-40).

b. Re: General health (Para 5-29 thru 5-31, AR 600-20). Health
care is defined in footnote as prevention, diagnosis, therapy, rehabilitation -

medicine, surgery, psychiatric and dental.

c. Re: Personnel Reliability Programs, Nuclear/Chemical Surety
(AR 50-5).

d. Re: Security Control (Para 3-la, AR 604-5).

4. Soldiers are informed of the routine uses of information gained - •
through provisions of health care (AR 340-21). Privacy Act Statement -

Health Care Records (DD Form 2005) is used.
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This document is maintained in all health care records. While soldiers
affix their signature to this document, acknowledging that they have been
advised of the principal purposes for which information is used, such
signature does not constitute authority to release obtained information.
This document does cite suitability determinations and the providing of
physical qualifications within U.S. Army includes "mental stability." 6
(Chapter 9, AR 40-501).)

5. Information gained through psychological services provisions are .o

"Private" and "Confidential" and no privilege attaches to this information
or to statements made to psychologists by patients or clients (Para 2-
2, AR 40-66; Para 151c(2) and Rule 502(d) of Manual for Courts-Martial). 0

6. Persons and agencies within DA that use medical information for
official purposes must protect the privacy and confidentiality of that
information (Para 2-3, AR 40-06).

7. DA policy states that medical confidentiality for all patients 0
will be protected as fully as possible (Para 2-4, AR 40-66). Medical
information will be used ..... in connection with the health of command ...... and
other official purposes (Para 2-4a, AR 40-66). Paragraphs 2-4b of same
AR define authorized access and actions resulting from unauthorized
disclosure.

8. Psychologists, as members of the AMEDD team, have the official
duty to evaluate, treat, provide psychological consultation and effect
preventive mental health measures, to otherwise supply psychological
services to members of armed forces, and to make periodic evaluations as
required by regulations. They are directed to professionally observe, .
evaluate and attend to members and units of armed forces. This observation,
evaluation and attendance is official and information thereby acquired
is official (AR 40-216); AR 611-101; Para 151C(2), Manual for Courts-
Martial).

9. Psychologists, as mental health officials, are required to
accomplish psychological and mental status evaluations:

a. Pursuant to determining medical fitness, suitability, qualifica-
tion and clearance of persons for service and duty assignments (AR 40-
216; AR 635-100; AR 635-200; Para 4-23 and 4-30, AR 40-501; and references
at para 2c above).

b. Pursuant to determining mental responsibility and capacity
under military law (Manual for Courts-Martial).

10. Within the AMEDD, psychologists have the responsibility to direct
(which includes control of) psychodiagnostic evaluations procedures (Para
4-6b(3) (b), HSC Reg 10-1).

11. Records of health care, that are initiated, compiled and maintained
as a result of AMEDD psychological services, are considered a part of Army
Medical Records File system (AR 340-18-9; referencing: Clinical Psychology
Individual Case Files (No 917-07), Military Consultation Service Case Files
(No 920-01), and Civilian Consultation Service Case Files (No 920-02).
Each type of record has general content description and specified maintenance,
retention and disposition policy.

83



12. The ownership of military psychologists' records is distinctly
different from those of civilian psychologists in private practice. "Army
psychologists' records" are the property of the government (Para 1-5, AR
40-66) and the laws and regulation on the control of government documents S
are specified in AR 340-17.

13. The commander of the Medical Treatment Facility (MTF) is the
official custodian of the medical records at the facility. The Chief, " "
Patient Administra-tion Division of an MTF acts for the commander in matters
of handling medical records (Para 1-4, AR 40-66). •

14. Medical information disclosure procedures are elaborated in Para
2-5, AR 40-66.

15. Information acquired by psychologists is routinely released to
commanders without servicemembers' written consent, in accordance with S
regulation, in at least the following instances:

a. Use of Sick Slip (DD Form 689), AR 600-6.

b. Use of Report of Mental Status Evaluation (DA Form 3822-R) .
or letters, AR 635-100, AR 635-200. S

c. Use of Sworn Statements (DA Form 2823) or letters in Line
of Duty Determinations, AR 600-23.

d. Use of Medical Condition - Physical Profile Record (DA Form
3349), AR 40-501.

e. Use of letters, AR 40-216, AR 50-5, AR 600-20, AR 604-5, AR
635-40.

f. Use of Sworn Statements or letters in legal/disciplinary
proceedings, Manual for Courts-Martial.

*The opinions or assertions contained herein are the private views S

of the author and are not to be construed as official or as necessarily
reflecting the views of the Department of the Army or the Department of
Defense.
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Stress Management from an Organizational Perspective

CPT Donna M. Waechter, PhD
Uniformed Services University of the Health Sciences

Abstract 0

Considerable documentation exists in the scientific literature linking
psychosocial stress to the etiology and development of physical and
psychological disorders. The far-reaching implications of this literature
have stimulated strong interest among psychologists to develop behavioral
approaches for the effective management and control of psychological and 0
physiological responses to stress. As a result, numerous behavioral
approaches have been identified as providing effective techniques for stress
management. These approaches typically are designed for use in a controlled
therapeutic setting, with the treatment focus on the individual or small
group. Little attention has been given to stress management in an
organizational setting, using a model that considers the interaction of 0
environmental and individu,-,l factors. Such a model conceptualizes a broader
approach to stress management, one which may more accurately depict
psychosocial stress within an organization, and which provides the
psychologist working within this setting with a more effective approach to
resolving stress management issues. One organizational model of stress
management, used at the Uniformed Services University of the Health Sciences,
is discussed here.

Introduction

Over the past two decades the scientific literature has demonstrated a
steadily increasing interest in the concept of stress, and research on stress
is currently at a peak in popularity. Concomitant with this interest in the
concept of stress is an interest in the development and use of stress
management techniques, and in fact such techniques form a portion of the
basis for the conceptualization of the new field of behavioral medicine.

Undoubtedly this interest in the development and use of stress
management techniques has been fueled by research within the past decade
which ties stress to the etiology and development of physical and
psychological disorders. Research indicates that stress serves as a
significant influence on the functioning of the individual's cognitive
processes, decision-making abilities, and interpersonal skills. It has been
well documented that stress is a significant influence in classic psychogenic 0
diseases such as hypertension and ulcers, and there is some evidence
suggesting that stress may be a factor in individual susceptibility and
recovery from disorders ranging from the common cold to some forms of cancer.

Considerable progress has also been made within the past ten years in
documenting the effectiveness of behavioral approaches in stress management.
Techniques such as biofeedback, relaxation, and stress innoculation have been
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-oven to be effective in treating individuals with various emotional and
iysical disorders. Such techniques have also been demonstrated to be useful
i enhancing the effectiveness of drug treatments and reducing the
isceptibility to future disease when used in conjunction with medical 6
-eatments (Centry, 1984). Thus, stress management techniques are useful
)ols in both the treatment and prevention of illness.

It is interesting to note that little of the extensive research
)nducted in the area of stress management involves work conducted in an
:cupational setting, despite the increasing volume of literature documenting 0
ie role of occupational stress in the etiology and development of physical
id psychological disorders (McLean, 1974). This relative absence of
terature involving stress management in occupational settings is no doubt a
?sult of a combination of factors: (1) difficulties in the logistics of
ich work; (2) difficulties in making organizations aware of the
)st-effectiveness of approaching stress management from an organizational 0
?vel; and (3) lack of awareness on the part of psychologists in general as
how to pursue this issue with any given hierarchy within an organization.

The challenge to the psychologist lies in his/her ability to design and
tilize organizational stress management interventions that can be
monstrated to be both clinically effective and cost-effective. To meet
ich a challenge requires the psychologist to be a combination of clinician,
Iministrator, researcher, and public relations person, for in an
cupational setting the psychologist must be prepared not only to offer
-eatment, but to identify logistical/financial needs for implementing stress
anagement interventions, to empirically evaluate the effectiveness of the
rterventions, and to involve individuals whose participation and/or support
essential to the success of these interventions.

Occupational Stress Management

As mentioned above, there is a growing body of literature which
)cuments the role of occupational stress (OS) in the etiology and
evelopment of physical and psychological disorders. Examples of the
;ychological impact of occupational stress on the individual include
ixiety, depression, and irritation (Althouse & Hurrell, 1977), tension and
)b dissatisfaction (Argyris, ]P64), escapist drinking (Quinn & Shepard,
)74), deterioration of family relationships (Jahoda, 1979) and a drop in job
-oductivity (Mangione & Quinn, 1975). Among the physical disorders linked
occupational stress are coronary heart disease (Cooper & Marshall, 1976),

ancer (Sklar & Anisman, 1981), mononucleosis (Greenfield, Roessler, &
,osley, 1959), generally poor physical health (Quinn & Shepard, 1974),
?adaches (Tasto & Hinkle, 1973) and ulcers (Cobb & Rose, 1973).

Despite the considerable amount of literature underscoring the impact of S
-cupational stress on the individual's health, little research or commentary
(ists on the topic of stress management within an organizational setting.
)It (1982) explains this state of affairs as a result of a tendency on the
art of the field of occupational stress to become enmeshed in social
)ntroversy, disputes between labor and management, and political issues.
ideed, from a broad perspective, occupational stress cannot be considered as
phenomenon studied by psychologists in a vacuum; rather it becomes a
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controversial issue involving concerns of the individual worker, management,
the psychologist, and society in general. To Holt's (1982) list of factors
impinging on work involving organizational stress, then, this autho: would
add the psychologist's uncertainty as to how to effectively approach this S

complex issue.

Aside from controversy surrounding the field of occupational stress,
problems in defining the concept of stress have caused confusion within the . -

field. Historically, disagreement existed over considering stress as a
situational factor (originating within the work environment) versus a S

reaction (the physical or psychological disruption of the individual's normal
state). More recently an interactional definition of occupational stress has
heen proposed, suggesting an association between environmental
characteristics and the individual's personality, cognitive, and behavioral
characteristics in the individual's experience of physical and psychological
stress. Endler and Magnusson (1976) have identified four basic tenets of S

this interactional approach:

1. Behavior is a function of a continuous interaction between the
individual and the environment.

2. The individual has an intentional, active role in this interaction.
3. The individual's motivations, cognitions, and affect are important S

factors in determining how stress is experienced.
4. The psychological meaning the individual attaches to the situation

is a determining factor in how the individual experiences stress.

Research linking specific motivations, cognitions and emotions to
specific stress reactions has not been extremely conclusive. However, recent S

research strongly indicates that the Type A personality pattern
(characterized by an excessive competitive drive, impatience, hostility, and
accelerated speech and motor movements) combined with occupational stress may
predispose individuals with this personality pattern to coronary heart
disease (Krantz & Glass, 1984). Holt (1982) suggests that the difficulty in
identifying specific personality characteristics that predispose the ,
individual to occupational stress and occupational stress-related problems
lies in the complexity of factors involved, and thus the complexity necessary
in the research paradigms designed to study the phenomenon.

Manuso (1981) identified nine environmental characteristics that
contribute to occupational stress experienced by the individual. Of course, S
from an interactional perspective, the extent to which any of these factors
impacts on the individual is in part determined by characteristics of the
individual. These environmental characteristics are:

1. Work load (too much or too little).
2. Job complexity (too ambiguous or too rigid).
3. ,Job role (too much or too little conflict).
4. Job responsibility (too much or too little responsibility).
5. Competition (extreme levels of competition or absence of

competition).
6. Constant change or extreme monotony.
7. fver-involvrment with stress carriers or isolation from others.
8. Overcontrol of the individual's functioning and self-concept by the
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organization.
9. Conflict in the interactions between one's stage of career

development, career opportunity, and management style.

may be interesting for the reader to pause and consider whether some or
of the above characteristics are descriptive of his/her organizational

i ronment.

In summary, it is generally recognized that combinations of variables
hin and outside the work environment interact and contribute to an 0
ividual's physical and psychological problems. It is also generally
ognized that specific combinations of stress management techniques can be
cessful in assisting some individuals in coping adaptively with stress.
field of occupational stress has not advanced, however, to the extent

t psychologists can predict with great assurance what combinations of
ess management techniques are most beneficial to different individuals in S
'ferent situations. In addition, little ground has been broken in
essing techniques of stress management combining methods that attempt to
tess needs of both the individual and the environment.

Psychological intervention into the relationship between occupational
ess and individual health problems is admittedly a complex task because of S

potentially unlimited number of factors to consider. Nonetheless, the
(chologist who is amenable to approaching stress management from an
anizational perspective is afforded a tremendous opportunity to effect
itive changes for both the individual and the organization.

From an interactional perspective, the psychologist must consider how S
work environment impacts on the life of the individual, and thus he/she

resses the question of how to change the environment to make it more
Ithful for the individual, in addition to assisting individuals with
rning coping strategies. Given that the work environment often exerts a
at influence over the well-being of the individual worker, the
eractional approach provides the psychologist with a perspective with the S
ential to create changes in a broader sphere than if individual coping
lls alone are addressed.

From the standpoint of the organization, too, the interactional
spective is an ally in that it provides the organization with the insight
opportunity to effect changes that in the long run are cost-effective S

ause a reduction in occupational stress can reduce absenteeism, increase
ker productivity, and reduce insurance and medical costs. In addition,
benefits to the individual psychologist may include the satisfaction of

ng able to effect positive changes on a very broad and long term basis for
health of the individual, rather than simply teaching people to cope with

jations that remain unpleasant.

Uniformed Services University of the Health Sciences

The interactional approach to occupational stress, as described above,
tes in general terms the concept of addressing characteristics of both the
k environment and the individual worker. It is necessary for the 5
chologist working within the organizational setting to take this approach
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d apply it to the specific organizational setting of which he/she is a
rt. Each organization, depending on its basic structure, may have a
fferent set of factors for the psychologist to keep in mind in order to use
e interactional approach in a workable fashion. In order for the reader to S
derstand how the interactional approach to occupational stress is used at
ie Uniformed Services University of the Health Sciences (USUHS) it may be
lpful to f irst understand the basic structure and purpose of the
iversity.

The purpose of USUHS is to educate and train officer-physicians for the S
ited States Army, Navy, Air Force, and Public Health Service. All students
,e commissioned officers in the grade of 01; upon graduation they are
• omoted to 03 and owe seven years of active duty to their respective
rvice.

The charter USUHS class entered the university in 1976, graduating in S
)81). This first class was comprised of only 29 students. Today, each class
)ntains approximately 155 students, making total enrollment approximately
)0.

The university, which is fully accredited by the Liaison Committee on
?dical Education, provides a fairly standard four year medical education for S
Ls students. Specifically, this means it provides the necessary number of
)urs in basic science and clinical areas to meet accreditation standards.
he first two years of the program focus on the basic sciences in the
lassroom and laboratory settings, and the last two years require the
zudents to work in a hospital setting in various medical specialties.

A wire diagram of the basic organizational structure of USUHS is
epicted in Figure 1. The positions of President of the University and Dean
f the School of Medicine are held by the same person. There are seven major
ections which report directly to the President/Dean, one of which is the
ffice of Student Affairs.

The Office of Student Affairs is headed by an Assistant Dean ',a
iysician) and includes a Deputy Assistant Dean (a psychologist). Currently
oth positions are filled by Army officers, but vacancies can be filled by
avy or Air Force officers. The function of this office is essentially to
rovide a source of support and formal advocacy for the welfare of the
tudents by constantly monitoring and interacting across the multiple 0
iundaries between students and all university elements. The manner in which
nis function is accomplished is not strictly dictated by the university, and
s largely open to interpretation by Student Affairs. This obviously allows
or a great deal of flexibility for Student Affairs in planning the types of
ervices it will provide.

Admittedly, the direct accessibility to the President/Dean and the
rogram flexibility afforded Student Affairs are tremendous advantages in
pproaching occupational stress from an organizational perspective. These
actors allow Student Affairs to perhaps gain a better overall view of the
unctioning of the system while at the same time enabling direct access to
ndividuals in positions which are key to effecting broad environmental
hanges. The location of the reader's current position within his/her
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urganization may be quite different from that of the Office of Student
Affairs at HSUHS. This underscores the point that in planning and
implementing interventions which are meant to impact on the organization or a

large portion of the organization, the psycyhologist needs to consider the O
nature of the structure of his/her particular organization and the location
of his/her position within that structure in determining the most practical
direction(s) in which to proceed.

The Model

The model for organizational stress management used by the Office of
Student Affairs at USUHS is depicted in Figure 2. This figure illustrates
the assumption that to some extent there is interaction between the
individual (I) and the environment (E), or in this case, the student and the
university. Out of this interaction a conflict can arise whenever the goals,
needs, personality, or perspective of the individual and the environment are S

not compatible. This conflict produces stress for the individual and the
environment.

At this point the psychologist may intervene by assessing the conflict
from an interactional perspective, whereby stress is considered the result of
an incompatible interaction between the individual and the environment, .0
rather than as the "problem" of either one. In assessing the conflict it is
helpful for the psychologist to keep as a frame of reference a profile of the

. goals, needs, personality, and perspective of both the individual and the
environment.

Using the information gathered from the assessment, the psychologist
formulates an intervention that involves joint change for the individual and
the environment. If this intervention adequately addresses the issues of the

.. conflict, stress is reduced.

The dotted lines in Figure 2 illustrate what occurs if an interactional
approach is not applied to conflict that arises from an interaction between ,
the individual and the environment. In this case the psychologist considers
the "profile" of either the environment or the individual, and develops an
intervention focused on either individual or environmental change. It is
likely that stress is reduced to some extent, but because the intervention
does not fully address the source of the conflict, ultimately some conflict
(and thus some stress) remains. •

Note that this model specifically addresses conflict and stress that
result from the interactions(s) between the individual and the environment.
The model does not presuppose that all stress experienced by individuals or
organizations results from this interaction. The model does assert, however,
that in a situation in which stress is the result of a conflict in the -0
interaction(s) hetween the individual and the environment, anything less than
an interactional (i.e., organizational) model does not fully address the

- issues at hand.

It should also he noted that the term "individual" in this model can be
used to refer to some identified group (e.g., all students, or all first year
students) and the term "environment" can be used to refer to various levels
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of the organization (e.g., academic departments, staff sections). The model
can still be applied in the same manner when these terms refer to groups of
individuals or portions of an organization. .--

This section describes in general terms the occupational stress
management model used at USUHS. The following section provides specific
examples of how the model has been used.

Practical Application

In the previous section it was stated that the psychologist might be
aided in his/her understanding of the conflict between the individual and the
environment by formulating a "profile," i.e., to have some picture of the
characteristics of the individual and the environment. The profile
assessmbled in the Office of Student Affairs is comprised of four factors:
needs (what is necessary for adequate functioning), goals (what is to be •
achieved), personality (personal characteristics, traits), and perspective
(viewpoint). If a student's needs are incompatible with the needs of the
university, for example, the psychologist must be able to identify what these
needs are. This information in turn influences the direction the
psychologist takes in formulating an intervention.

Profiles are formulated chiefly through direct formal and informal
contact with senior administrators, staff, faculty and students. This . .

contact is considered essential by Student Affairs for the accurate
understanding of the characteristics of students on an individual and group
level as well as the characteristics of the various organizational elements
of the university. For this reason Student Affairs considers it essential to B
its functioning to remain within the formal and informal mainstream of
activities/issues that potentially impact on the student.

Depending on the nature of the organization in which the psychologist
works, remaining within the "mainstream" may take various forms. In the case
of Student Affairs, remaining in the mainstream involves, for example,
serving on the Admissions Committee, operating a Message Center for students
and heading the Orientation Program each year for new students.
Participating in the informal mainstream requires the Assistant Dean and
Deputy Assistant Dean to interact informally with individuals in various -.. -
settings, such as social functions, laboratories, classrooms, and the
library.

Let us briefly consider examples of the interactional model of stress
management as it is used by Student Affairs. Academic difficulty is a common
source of stress for the individual student. New students are informed
during the Orientation Program that Student Affairs provides services to
students experiencing academic difficulty, and programs on time management
and test taking skills are offered to students on a group and individual
basis. Student Affairs also maintains regular contact with course directors
to stay informed of those students having academic difficulties. These
students are scheduled for an individual meeting with the Assistant Dean or
Deputy Assistant Dean to discuss the situation. Depending on the specifics
of each case, the respective course director may be contacted to discuss ways
to assist the student. If a student fails a course, the Assistant Dean is
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involved directly in the decision process in determining how to remediate the
student. The Assistant Dean then meets with the student to discuss how
remediation will occur.

Recently a substantial number of second year medical students complained
to Student Affairs about the exam format used for the laboratory portion of " -

one of their courses. Information was gathered from the students as to the "'""•""
specific objections they had with the exam format. They were encouraged to
also express these objections to their Academic Representative (a student
elected by the class to represent them on academic matters). Student Affairs 0

also spoke with the Academic Representative to communicate information it had
gathered and to encourage him to consolidate the information in written form,
along with recommendations for changes to the exam format, for presentation
to the course director. In addition, Student Affairs discussed the matter
with the course director to support the interaction between the course
director and the Academic Representative. The result was that many of the S

changes proposed by the students were adopted by the course director.

The above examples demonstrate usage of the interactional model in that
they go beyond working with the individual student or a group of students on
issues that involve a conflict with the system. Those persons within the
system who are in a position to effect changes are drawn into the situation .
in a manner which promotes communication between the parties in conflict.

Implications

The interactional approach to occupational stress management is a useful
tool in addressing and conceptualizing conflict between individuals and the •
environment in which they work. Without such a tool, stress resulting from
this conflict can only be partially reduced, because focus solely on the
characteristics of the individual or of the environment ignores some of the
factors inherent in the conflict.

The challenge to the psychologist using the interactional model is
two-fold. First, it is necessary to conceptualize conflict and stress from a
perspective which takes into account the characteristics of both individuals
and the environment. Second, it is necessary for the psychologist to assume
multiple roles of clinician, administrator, and public relations person.
Although an interactional model may in some ways be quite challenging to the
skills of the psychologist, it can also be quite rewarding within an 0
organizational setting because the broadness of its scope carries with it the
potential to effect change on a far-reaching basis. Given the tremendous
impact that the organizational environment has been demonstrated to have on
stress experienced by the individual, a model which addresses this issue can
be of significant value in the treatment and prevention of physical and -"
psychological disorders. -
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The Birth of Army Aviation Clinical Psychology

MAJ (P) H. Frank Edwards, Ph.D.
US Army Aeromedical Center

Abstract

The United States Aeromedical Center has recently added
non-physician professional consultants to its evaluational process
for aviation personnel. The first professional area to be added
was that of Clinical/Counseling Psychology. The goal of this change
is to diversify the consultational base of the Army flight surgeon
to insure a more holistic evaluation of persons involved in the
Army flight program.

Fort Rucker, Alabama, located in the Southeastern corner of Alabama,
is the home of Army Aviation and of the Aeromedical Center. The mission
of Fort Rucker is to train pilots for the Army's arsenal of rotary and
fixed wing aircraft. Individuals are selected, often times immediately -
out of high school, for training in what is considered one of the most 5
stressful jobs in the Army, assigned to Fort Rucker for a 9-month training -.
period, and hopefully graduated wearing the wings of an Army Aviator.

Selection of these future pilots is done via a program which has
little concern for the person's emotional make-up. No psychological -
assessment is currently used in making selection for this program. O
This is in keeping with the policies of the US Air Force and NASA where
all emotional factors are considered covered in a psychiatric interview.
This interview is most often conducted by a non-psychiatrist Flight
Surgeon who performs what is termed an evaluation of the service members
adaptability to aviation. This process is known as the ARMA - Adaptability
Rating for Military Aviation. At present no change in this policy is
planned or expected.

Where psychology has found its application to aviation is in the
area of retention or continuation of flight training. Primarily the
flight surgeon is responsible for advising the commander on the medical,
to include emotional, aspects of flight. In recent years the flight
surgeon has become overwhelmed with the psychiatric aspects of flight
and has reached out for help. While psychiatry has been able to offer
some help the reality is that aviation does not attract psychiatric
clientel in great numbers. The flight surgeon has found the needed
help from psychology.
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A reason for this lies in definition. Psychiatry tends to deal
with abnormal people in a no'-mal environment. Aviation mental health
deals with normal people in an abnormal environmnet. For this psychology 0
is much better suited than is psychiatry because the training of psycholo-
gists tends to be more oriented toward the normal population. However,
much training in clinical psychology also focuses on the abnormal, and
special training may be necessary to help even the psychologist reappraise
his/her relationship to aviation. It is this observation that led to
the birth of Aviation Clinical Psychology at the Aeromedical Center.

Flying is a very demanding and stress inducing field. It tends
to attract bright, achievement oriented, health conscious, and action
oriented people. It also tends to attract those who use denial and
repression and who do not believe in self disclosure. Another character-
istic of many aviators is their bending or breaking of conventional S
mores. Aviators may be the "cowboys" of the modern world, and most
reveal few if any psychiatric problems or symptoms. What they do reveal
is stress, personality issues, and neuropsychologic concerns.

In the quest to better determine who should remain flying a consulta-
tion activity has been created to advise the flight surgeon in making S
decisions. Included in this consultative activity is Clinical Psychology,
Optometry, and Audiology, with Psychology being foremost involved in
decisions of remaining or returning to flight status.

Psychologists possess skills in assessment and evaluation but rarely
are knowledgable in the validity of their devices when applied to the S
type of people involved in aviation. It was determined that the best
way to understand the aviator was to experience his/her world. A means
was readily available at Fort Rucker in the form of the Army Flight
Surgeon Training Program. It was approved by Health Services Command
for members of the Consultation Activity to attend the entire seven-week
course, to include 15 hours of in-vivo flight training in the TH-55 S
helicopter. This training began with the psychologist assigned to the
Aeromedical Center in February of 1984 and culminated with graduation
and the awarding of wings on March 14, 1984.

Duties of the Aeromedical Psychologist include assessment, evaluation,
and training of aviation candidates, rated aviators who have suffered
head trauma, rated aviators who have been grounded for emotional reasons,
and stress factors in both the aviation candidate and his family. The
Aeromedical Center has world wide responsibility for aviation medicine.
This means that when a medical problem related to continuation of flight
duties exists anywhere in the world, the evaluation must be reviewed
or conducted by personnel at the Aeromedical Center. For questions
involving psychiatric issues this means a review of psychological testing
conducted by local psychologists or conducting further assessment as
needed at Fort Rucker.

Personality assessment devices currently utilized are the Minnesota
Multiphasic Personality Inventory, the Myers-Briggs Type Inventory, 0
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the Thematic Apperception Test, the Rorschach and Sentence Completion
Questionnaires. Each of these must be evaluated in light of the specific
defenses found in aviation populations and with the knowledge that we
are seldom looking for psychiatric, ala DSM III, diagnosis but for psycho-
logical issues related to safe and successful flight duty performance. -
It is this factor which has led Air Force and Army Psychologists to -

utilize the TAT more extensively than the Rorschach.

It is not uncommon in crash situations for a survivor to suffer
head injury, even with the well designed helment now worn by Army aviators.
Neuropsychological assessment is proving invaluable in determination
of the return to flight status question. The Aeromedical Psychologist
is frequently called upon to answer such questions. Additional duties
include treatment of family dysfunction because of its impact on flight
performance, stress reduction program for student pilots, training of
Flight Surgeon's on how to effectively utilize psychologists, training
of student pilot wives on stresses of flight school and their impact
on the family, and consultation with line commanders on emotional factors
of their aviators.

Psychology has taken another step forward into the realm formerly
belonging exclusively to psychiatry and in doing is revealing to other
medical specialties its ability to answer questions of normalcy. Aviation
Clinical Psychology is born and in its first year has grown healthy.
Further growth is expected with more involvement with prevention of
stress, identification of fear of failure syndromes earlier in training, O

and validity of assessment taking top priority. The future looks bright
and any psychologist with a desire to deal with "low flight" may find
a rewarding career in aviation.
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What's Current in Combat Stress Management? 0

A. David Mangelsdorff, Ph.D., M.P.H.
Health Care Studies and Clinical Investigation Activity

Health Services Command
Fort Sam Houston, Texas 78234-6060

A number of recent operational experiences
have been educational in refining techniques for combat
stress casualty management. These have included:
training at the National Training Center and at Fort Hood;
peacekeeping efforts in El Salvador, Lebanon, and the
Sinai; and combat operations in Grenada, the Falklands,
and in Lebanon. A review of some of the lessons learned
from these operational experiences will be summarized.

Military mental health professionals have become aware of
the varieties of treatment principles for management of combat
stress casualties. Among the most commonly known are: PIE,
BICEPS, and IMPRESS. The acronyms translate as follows: PIE
means Proximity, Immediacy, and Expectancy. BICEPS is Brevity,
Immediacy, Centrality, Expectancy, Proximity, and Simplicity.
IMPRESS stands for Immediate, Maintain military identity (through
actions), Proximate to unit, Reassure (rest, replenish, restore),
Expect rapid return to effective duty, Lhort (simple, spartan),
Supervised by qualified AMEDDs. The co,nmon denominator to this
variety of principles is that treatment occur: quickly, as near
to the front as possible, and instill an expectation that the
behavior is a normal response to an abnormal situation. The
stress casualties must be treated as soldiers (rather thun as
patients) and reassured of their return to their peers as soon as
possible. O.

The general lessons learned from the recent operational
experiences suggest that pre-mobilization preparation is crucial.
Both medical and line personnel must be realistically trained to
recognize and deal with stress reactions. Realistic stress
casualty play must be an integral part of all field exercises.
Stress casualties should represent about 25% of the total
casualty play. Role players for casualties should demonstrate a
range of behaviors to include: fatigue and exhaustion, hyper-
reactivity, excessive grief, withdrawal, toxic psychoses,
inappropriate or unlawful orders by superior officers,
decompensation by over-taxed medical personnel. Realistic
casualty play will allow soldiers to learn to recognize stress
related responses in their buddies and in themselves; the
awareness will allow for more appropriate disposition and
treatment. Coping mechanisms must be part of the training
program as well.

1
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Mental health personnel must establish good relations with -
line units to educate the ommanders and NCOs of the recognition
and treatment principles. Interventions are prevention-oriented
rather than reaction-oriented. Commanders need to be made aware
of individuals or groups at risk to possible stress reactions.
Particular concern should be focused on support troops and
members of the chain of command. The support troops may be at
risk because of more passive roles during combat. Members of the
chain of command are at risk when not maintaining sleep
discipline and delegation of authority, particularly during
sustained operations. Sound leadership is important in
preventing stress casualties. Meaningful activities and training
programs are critical in maintaining the morale of the troops. a

Commanders need to be aware of the value of promptly
returning stress casualties to duty. In operations with little
or no replacements, stress casualties can serve as a valuable
personnel resource pool. With effective management and
treatment, up to 80% of stress casualties can be returned to duty a
wiLhin 72 hours; an additional 10 to 15% can be returned to duty
within 96 hou:'s. The recidivism rate for treated stress
casualties is about 10%. Unit and peer support for returned
stress casualties is important in allowing the casualties to
regain confidence in themsel ves.

Assessments of the status of units are essential. The
assessments should include: unit cohesion, expectations, and
i;orale. It is necessary to know how soldiers feel about: (1)
their equipment and weapons, (2) their leaders and NCOs, (3)
their training and preparations, (4) their morale and that of
their peers, (5) the perceived morality or legitimacy of their S
mision, (6) their expectations toward the mission. Problem areas
can be defined for future interventions.

PoGL-operational debriefings will aid in clarifying mission
objectives, expectations, and accomplishments. The group
debriefings should be conducted as soon as possible. The .
debriefing allows for support and feedback to occur. As learning
and as support situations, the debriefings can be beneficial for
solidifying unit cohesion and morale. Changes can be made to
meet new goals and objectives. Debriefings o." AMEDD personnel
are important to assure appropriateness of treatment policies and
clarification of individual responsiblities. S

Soldiers need to be confident that their families and
property are secure. Family support and information programs
will relieve much anxiety in troops who are rapidly deployed.
Single parents and single soldiers have similar concerns which
must be addressed. Adequate arrangements should be made before S
deployments occur. This will allow soldiers to focus attention
on their operational mission requirements.
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With limited mental health resources available, commanders
must be aware of the best means of employing the available
personnel (to include psychologists). Advance coordination
between the line and mental health officers will allow for
definition of responsibilities. The coordination must also
extend into adequate and realistic training; mental health
personnel must be perceived as part of the units they support.
Troops must recognize their support personnel are actively
concerned in the mission of the unit. Active command
consultation programs will help keep commanders informed of the '
mental health of their units; prevention and realistic,
meaningful training are the keys.
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Family Stability and Military Readiness
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Abstract

The readiness of troops for deployment is
of p~rimary concern to commanders. There are
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emotional problems is placed on the enviornment (both physical and social)
and appropriate interventions come to resemble advocacy (Knitzer, 1980).

Cowen (1984) has noted that much of the prevention literature is
clouded by fuzzy thinking and even fuzzier research. Before we move
further, it is necessary to come to some understanding on what the word
prevention means. In particular, we must understand what primary
prevention means. Caplan (1964) defined primary prevention in mental
health as follows, 5

...lowering the rate of occurrence of new cases
of mental disorder in a population...by counteracting
harmful circumstances before they have a chance to
produce illness. It does not seek to prevent a specific
person from becoming sick Instead, it seeks to reduce
the risk for the whole population so that although
some may become ill, their numbers are reduced
(p. 26).

Bower's (1969) definition is:

Any social or psychological intervention that
promotes or enhances emotional functioning,
or reduces the incidence and prevalence of
emotional maladjustment in the general population
(p.498).

Goldston (1977) uses the following definition:

activities directed to specifically identified
vulnerable high risk groups who have not been
labeled psychiatrically ill and for whom measures
can be undertaken to avoid the onset of emotional
disturbance and/or to enhance their level of
positive mental health (p.27)

Although these definitions are all somewhat different, the similarities
outweigh the differences Each definition talks about intervening in
populations (as opposed to specific individuals) and each speaks toward
enhancing psychological funtioning sN that the disorder or maladjustment
does not occur Helfer (1982) has applied the conceptual framework of
primary prevention to the area of child abuse He defines primary

. .. . . . .'
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George Albee (1959) discovered over two decades ago what those of us
in the mental health business have been avoiding ever since. In brief, Albee
found that (1) there were more people in need of professional mental
health services than could be served by the professional manpower -
available and (2) that the distribution of resources left many people
without access to professional services (notably those in minority status,
children and the poor). A more recent assessment of the prevalence of
mental disorders (Robbins, et al, 1984; Myers, et al, 1984; Shapiro, et al,
1984) has recently demonstrated that the lifetime prevalence of specific 5

mental disorders (that is those diagnosable under DMS 1i1) is
approximately 32.6% That is, 1 out of every 3 people will experience an
diagnosable mental disorder during their lifetime. Even more disheartening
is the fact that these data do not include other conditions such as child
abuse or spouse abuse.

Following Albee's (1959) classic paper, there was a burst of
enthusiasm for primary prevention (Bellak, 1969; Caplan, 1964, Cowen,
1967, Kelly, 1968, Pinderhughes, 1966). Those interested in prevention
found that powerful forces were mobilized to prevent prevention (Albee,
1979). Adherents to the medical model of emotional disturbance strongly
argued that (1) the cause of any emotional disorder was a weakness or
defect interna to the person effected, (2) that treatment and medication
were the cure, and (3) that in any case we did not know enough about
prevention to do anything worthwile. Using the defect model,
responsibility/blame for emotional problems is placed upon the patient.
Those interested in prevention argued that everyone was able to live free
of emotional disorder and that the cause of most emotional problems could
be found in the stresses of living and the abuse of power by those in 0

authority Using the competency model, primary responsibility for
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Abstract

Psychologists in both civilian and military settings
settings have traditionally not been involved in either.
the design or implementation of family advocacy
programs. While psychologists are routinely involved
in providing clinical services (treatment and/or
evaluation) for abusing families, and often sit as
members of the local Family Advocacy Case
Management Team (FACMT), they are only rarely
involved in prevention (both program
design/evaluation or training) and/or advocacy
processes. This symposium argues that there is a
crucial role that the psychologist can play in the
primary prevention of domestic violence. A conceptual
model of prevention is presented and applied to the
specific issue of domestic violence. The role of the
psychologist in training family advocacy personnel in 0
primary and secondary prevention is discussed. The
symposium concludes with a panel discussion on the
role of the psychologist in the family advocacy arena.

The views of the authors are their own and do not purport to reflect the position of the Army or
the Department of Defense.
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however, that military readiness can be seriously compromised by
factors that are not necessarily indigenous to the environment.

It is only through identification and remediation of those

factors that the military can optimize its readiness.

In summary, the present paper outlined the Army's concern
for family wellness. Consideration was given to the problems

inherent within the military environment and those within

families. A model of family functioning was delineated as well

as the application of this model in assessing family stability.

The authors maintained throughout that impaired family
functioning adversely affects military readiness.
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Data analysis can be handled by any of the available
statistical packages (i.e., SSPX, BMDP, or SAS). The first step
would be an examination of the item reliabilities. The
researchers would thus be enabled to evaluate the internal
consistency of the dimensions of family functioning. The next

step would involve the principle component analysis of the item
pool to further demonstrate the homogeneity of the postulated
dimensions of family functioning. Next, the extent of
correlation between the dimensions would be evaluated by
employing a simple Pearson correlation procedure. It is at this
stage of the research that mean-differences between the groups
can be evaluated. One might also choose to do a discriminant
functions analysis to insure that the three groups are indeed
distinct. Any differences noted would be of particular
importance in an attempt to cross-validate the developed scale.

Stage 3:

This stage of the pilot study is significant for two
important reasons: First, it would attemot to val idate the
findings of Stage 2 regarding the factor structure of the
dimensions of family functioning. Second, it would also include 0
information such as the frequency of use of Army Community
Services, Social Work Services, Army Emergency Relief, and other
similar supports provided by the military. For the civilian
control group, the use of corresponding civilian resources would
also be examined.

Families would be recruited in this phase in a manner-
similar to the preceeding two stages. Maladjusted military
families would be recruited from the roster of recipients of ACS,
SWS, and related agencies on post. Adjusted military families
and the civilian control group would be recruited through local
advertisements. A background sheet listing a diversity of
demographic and related information would be administered along
with the dimensions of the family functioning scale. At this
stage of the research, the authors suggest a sample size of
approximately 200 families per cell. The data analytic
techniques would follow those described in Stage 2. From these
data, the authors believe that sufficient information may be
attained to assist in targeting vulnerable families. Remedial or
preventive measures could be undertaken that would represent
intervention primary to the development of acute family crises.
The authors believe that it would be useful to administer the
family functioning scale as apart of the married soldier's in-
processing experience. S

There are a number of issues evident that were not raised in
the suggested pilot study. Authorization to conduct research,
funding, and additional resources represent but a few of the
significant obstacles yet to be addressed. As outlined, the
study does not address many of the inherent environmental factors
that make successful functioning of a family within the military
community difficult. It is the contention of the authors,
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then be analyzed to identify those factors predictive of the
McMaster model. In Stage 3, the retained items would be
administered to yet another sample of families. If the six
dimensions are identified, this would demonstrate not only the
usefulness of the instrument but also the validity of the 0
McMaster model.

Stage 1:

In order to develop items that reflect each of the
dimensions of family functioning, three groups of families would
be recruited for participation: maladjusted and adjusted
military families and a civilian control group. The maladjusted
military family would be accessed from the records of Army
Community Service and Social Work Services. It is believed that
use of the services provided by these agencies explicitly
identifies a given family as troubled. The adjusted military
family would be recruited from advertisements in post newspapers
(e.g., Fort Ord Panorama). Finally, a civilian control group
would be recruited from advertisements in the local community
newspaper.

A team of researchers would interview each of the families
that are identified. The purpose of these interviews would be to
solicit specific information regarding family functioning on the
six dimensions from each of the families. The authors believe,
in addition to the expectable variation within any given family
or groups of families, that there would be identifiable
functional differences between the groups of families. For 0
example, the authors expect that maladjusted military families
are characterized by inflexible methods of behavior control,
while adjusted military families are more flexible.

The next step involves developing questionnaire items on the
basis of the interview data. An independent team of raters would
then evaluate the face validity of the generated items and sort
them into groups representing the dimensions of the McMaster
model. Any items failing to achieve an inter-rater agreement
level of 80% would be discarded. Once completed, the retained
items would be assembled into a master questionnaire. A Likert
response format would be used to score the questions as well as 0
to limit the influence of stylistic responding (i.e.,
acquiescence or social desirability, Jackson, 1974).

Stage 2:

This stage is comprised of two parts: administering the S
it,,,ms to new groups of adjusted, maladjusted, and civilian
control jroup families and statistically evaluating the factor .
structure of the item pool (i.e., the correspondence between the
six dimensions and individual items on the basis of responses by
family members). The manner of recruiting families for
participation would follow the one used in Stage 1. The sample S
siz, can now be augmented to a larger size, imited only by
available resources.
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(Walsh, 1982) or communication patterns (Haley, 1963; 1976).
However, unless such concern is multi-dimensional in scope, there
is a high probability that significant information will either be
lost or ignored. A costly consequence is the failure to truly
represent a military family's functioning and thus perpetuate
the misuse of potentially effective family support programs.
Such an oversight can impede the development and implementation
of much-needed preventive programs. This failure to
comprehensively assess family functioning may thus result in
added expense to the military in a number of ways.

There is little doubt that the current methodology for
conducting family assessments is time-consuming. Even more
problematic are the situations in which there is little
structure to guide such endeavors. A model of family
functioning, the McMaster model (Epstein & Bishop, 1981; 1982),
exists and appears to have usefuleness in developing a pilot
study such as that suggested within this paper.

The McMaster model is comprised of six dimensions: Problem-
Solving, Communication, Roles, Affective Involvement, Affective
Responsiveness, and Behavior Control. Problem solving generally
refers to the manner in which families negotiate , contend with,
or resolve crises as they may arise. Communication involves the
degree to which the content is clear, explicit, and unambiguous,
as wel 1 as the degree to which it is direct or indirect with
respect to individual family members. Roles refer to who in the
family system dispenses responsibilities or duties and who is
responsible for monitoring the completion of such duties.
Affective involvement generally refers to the extent to which
family members are involved with one another. Emphasis is placed
on discerning how little or how much family members are involved
with one another. Affective responsiveness is concerned with who
is responsible for, or responsive to, the needs of the family.
Finally, behavior control is concerned with how flexible
families are in relating to one another. Discerning how flexible 6
a family is provides important information about health or
pathology within the family system.

The dimensions of family functioning articulated by Epstein
and Bishop provide a useful framework for evaluating soldier-
families. The six dimensions can be used to distinguish between
troubled and un-troubled families and when combined with
:ertinent demographic information, the authors believe that a
more urecise effort can be made to target preventive treatment
p rograms. Refinement of a simple assessment instrument that can
be derived from the pilot study suggested below will allow timely
identification and referral to appiopriate resources.

A Suggested Pilot Study

There would be three stages to the development of the
proposed pilot study. Stage 1 would involve the generation of
items to reflect the six dimensions of family functioning. Stage
2 would involve the administration of the items. The items would

. . . . . . . . . . . . . . . . . . .



approximates the missionary experience (i.e., separation from
family, home, and culture) some parallels may be drawn.

Cureton (1983) developed a three-dimensional schemata for
identifying successful missionaries. This method includes a job-
function analysis, a value orientation scale, and a personality
checklist. This evaluation procedure has elements that can be

easily adapted to the military community, and the identification
of personality patterns that are consonant with the military can
be important to readiness and job satisfaction.

Britt (1983) provides additional research which addresses
readiness and the prediction of job success that supports
findings obtained by Tucker (1974), whose research involved Naval
personnel assigned outside CONUS. Britt concluded that the most
influential predictor was past behavior and that a history of

r moodiness and depression did not augur well for positive
adjustment. It was suggested that preparation for overseas
assigments should include providing information about the
multiple factors that might prove stressful. This procedure
would certainly correspond to the work of Meichenbaum & Jaremko
(1983), which suggests innoculation to stressful situations by
the implementation of stress reduction and prevention programs.
Creel's (1981) identification of certain "at risk" individuals
and groups within a railitary community also implies such
prevention should be a part of command consultations.

White (1983) examined the effects of multiple separations on
missionary families and children and classified separations into
two categories: developmental and situational. Developmental
separations were the predictable transitions that are a part of
the human life cycle (i.e., children leaving home). Situational -t

separations were generally less predictable and more traumatic. . "
The soldier-family can be assumed to be equally vulnerable during
times of separation. The sequence of stages of adjustment to S
separation that White delineates can be a helpful way of
understanding the process.

Models of Family Functioning

The issues and research cited above provides an S
understanding of the many problems that confront military
families and their counterparts in the civilian community.
However, the insufficient attention given to the contributions of
the family unit can perpetuate over-concern for either individual
contributions to military maladjustment (e.g., poor attitude or
little motivation) or the demands of the military system. _5
Identification of relationships, roles, and responsibilities of
familymembers to each other and to the family are essential. An
adequate understanding of these factors will enable researchers

* to gain a greater appreciation for the interaction between family
units and their respective environments.j -S

There are several ways to conceptualize family functioning.
For example, one can focus on separation-individuation issues
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Army regulations 608-1 (Army Community Service) and 608-10 (Child
Development Services) are examples of documents which have paved
the way for such ideas as the Exceptional Family Member Program
and the Army Family Action Plan.

The authors were fortunate to have been briefed on one
. unit's implementation of the Family Action Plan (1984) at the 8th

Combat Support Hospital by the commander, LTC Jason Lozada.
Subsequently, the components of this plan were seen in operation
during a field training exercise, where sJidiers who remained in
garrison were detailed to assist the family members of soldiers
in the field. The merits of General Wickam's 1984 plan were
immediately apparent in just such an environment.

Research on Individual and Family Adjustment

Not surprisingly, most researchers address the specific
influences of military life that negatively impact on solider-
families. While this strategy is a reasonable one, insufficient
consideration is given to the family itself. The authors believe
that a consequence of this oversight is the failure to identify
specific factors which disable some families and not others
(McCubbin & Lester, 1977). The authors posit that most, if not
all, soldier-families encounter difficulty in adjusting to the
rigors of military life; however, only a minority of these
families constitute "problems" for the family support systems in
the service. Unfortunately, this minority uses a vast amount of
the available resources. This reality suggests that there are
specific problems inherent in some soldier-families that
predispose them to turmoil.

While there is little doubt regarding the necessity to
address the needs of the troubled soldier-family, it also appears
to the authors that precious little attention is given to the
many elements that contribute to successful adaptation to the
military community (McCubbin, 1979; 1980). Obviously, there are
more families in the military that do not use the various social
service programs that constitute the "safety net" for the system.
A pessimistic explanation of this circumstance is that soldiers
are motivated by pride, or anxiety, to deny themselves the
opportunity to receive assistance (Spellman, 1976). A more
sanguine explanation addresses the likelihood that families do
not seek services because they simply do not require such help.

As psycholocists, the authors believe that there are unique
contributions that behavioral science can make to the military
community. Treatments such as family, child, and marital therapy
are among services already provided by our profession. No less

*important are the preventive and research aspects of our
contributions which may serve to multi ly our effectiveness.

Of potential use to the military is the body of literature
surveying the readiness of missionaries to work in the field.
Several recent articles have examined the criteria for successful
overseas missionary work. To the extent that the soldier-family
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identification of factors that are internal to the individual and
the family system, and their impact upon adaptation to
transitional states, has currently been receiving increased

r- attention (Barnea, 1984; Roland, 1984).

As a precursor to this later research, Montalvo (1968) and
McKain (1970) examined the degree of integration which family
in embers experience within the military community. Montalvo noted
that military wives who failed to become sufficiently involved in
<ithcr the military or civilian community encounter a higher
number ot amilial problems than their more involved
eunt ra rts. He observed that problems in adjusting to the
:,, a r,-i were also related to inadequate use of available support
:>,tw<o. (i.e., neighbors or Army-provided resources). McKain

tit noted that foreign-born dependent spouses had the
..irK.t<st adjustment difficulty. Other studies have also
a, w s~t~ated that this was especially evident when they insulated

I: .m-wves from resources that may have been readily available to
. (Kimu, 1977; Lee, 1975).

0' the problems experienced by military families two have
i, t cuIar ]y high currency: mobility and overseas duty

i1 >:1j nt. With the upheaval that is inherent to relocation,
,1(1A aable tension is encountered by the military family
I, mI Zwe ig, Gampel, & Dasberg, 1981). A failure to adequately
SI- ,i family for such a transition almost always insures the

1 1 ,i~cod of problems developing (Peck & Schroeder, 1976). When
iifficulties are encountered by families that may have

~t, ic deficits (i.e., problem-solving, communication, or
niicial strains), the results can be very unfortunate

.Ci 1 171, 1979). Recent experience at this duty station with
:,d-its that have attempted to cope with an absent sponsor is

ra:ctic example of what can happen if adequate preparation of
amI i 1 ' system is not an integral component of a plan for

:::i I ization and readiness (e.g., suicide of a dependent child).

Awsi(,nment of families to duty stations that may be remote
' ,'aimliar resources also presents them with a plethora of

a I,1-s (McKain, 1973). Language barriers, cultural
n , and loss of social support groups are some of the

Actnis that can exacerbate a troubled family's coping ability or
to decrease a well-functioning family's resources (Hoffman,

1 TI[o the extent that families are ill-equipped to handle
S Innd related problems, there can be little doubt that a

;>i ,r 's work performance is adversely effected (Savell, 1979;
I t ' , {)79). Additionally, the likelihood of retaining such

,Idlr-amilies is not. great, particularly if wives perceive the
m as uncaring (Derr, 1979; Hickman, 1981).

In order to more effectively insure the readiness of
1 1 itary personnel, the Army initiated several programs to aid

ri itary families in dealing with the pressures such as those
indicated above. It is the contention of the military system
tIzmt ?:oldiers are likely to perform more effectively if the
;. aja needs of their families are adequately met by the Army.
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prevention in child abuse as follows

any maneuver that occurs to or around an
individual (primarily an infant) the stated
purpose of which is to prevent child abuse
and neglect from ever occurring to that
individual. A second subset of primary
prevention can be stated as a socially defined
subset wherebye a program or maneuver is
proposed or initiated to change the whole
societal structure, thereby preventing abuse
and/or neglect from ever occurring.. these
changes would effect large numbers of people,
rather than the individual (p.252).

Within the field of domestic violence (a field that is greater than the child
abuse problem aidressed by Helfer (1982) and more narrow than the other
definitions quoted above), I propose the following definition: Primary
prevention of domestic violence involves those activites designed in
advance to prevent domestic violence from occuring. Interventions may be
addressed to large groups of people, social institutions or social norms.
Pro-active primary prevention interventions are aimed at reducing
envionrnmental and/or social stressors and reativ primary prevention
interventions are aimed at better equiping groups of people to cope with
stressors that cannot be eleminated by pro-active interventions. Any
program that focuses on groups of individuals identified as being at risk
for domestic violence is secondary prevention (see Heifer, 1982).

The need for preventive programs in the area of domestic violence is
clear. Despite the large amount of money federal and state governments
have spent on domestic violence programs, there is little evidence that the
incidence or prevalence of domestic violence has decreased Indeed, the
closer the investigation the greater the incidence. Helfer (1982) has
estimated that 1.5% of all children are abused in any given year. Russell
(1983) has recently reported that in a survey of adult women 20% reported
being sexually abused prior to the age of 14. These same women indicated
that the abuse was reported to the police only 5% of the time. The
Department of Defense (DOD) reported 2,800 cases of child abuse in the
first half of FY 82 (for a yearly estimate of 5,600), and 3,725 cases in the
first half of FY 83 (for a yearly estimate of 7,450) During these same
periods there were repectively 2,026 and 5,809 cases of spouse abuse. It
is very difficult to estimate the "real" number of domestic violence
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incidents. It is clear that only a small minority of cases are reported.
Even if the case is reported, it is often inaccurately investigated or will
be lost to follow-up. This loss occurrs at every point in the case flow and
is illustrated in Figure 1.

CL.L

. " .-

-J 9J
CLJ

-J

I-

iS

Fi~gure I

Conservative estimates of this loss are as follows. Approximately 25% of
the incidents of domestic violence occurr in families who are not
considered as being at risk. No program to identify at risk populations
would effect these families. Many at risk families do not exhibit domestic
violence and thus interventions targeted at this group risks the
stigmatizing effect of labeling (Rappaport & Cleary, 1980). Amongj those
who actually committ acts of domestic violence, only perhaps 25% are
reported to the proper authorities. Once the case is reported it must be
Investigated. Unfortunately, a number of false positives (reporting a case
as "founded" in error) and false negatives (reporting a case as "unfounded"

* when It actually Is a case of domestic violence) occur. The loss at this
stage Is estimated to be 30%. The problem is complicated further by the

* often untoward negative effects that occurr as a result of reporting
(Newberger, 1 983). Among the "founded' cases 20% avoid treatment by
refusing therapy, or movIng out of the area. Of the cases that actually
enter treatment recidivism is high (Williams, 1983). Cohns (1979)
evaluation of I I federally funded child abuse demonstration projects
found that reabuse occurred in from 47-62 percent of the cases.
Reincidence of severe abuse occurred in 56% of the cases regardless of the
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treatment used.
A review of the model described above indicates that given the

700,000 cases of child abuse and neglect reported to the National Center
for Child Abuse and Neglect in 1978, only 196,000 cases entered
treatment. Using a 50% recidivism rate only 98,000 ( or 14% of the
reported cases) cases would have been treated successfully. Despite the
fact that only a very small percentage of domestic violence cases are
reported and actually reach treatment, most of our time, energy and
resources are spent in either investigation or treatment. The
medical/defect model requires this. This process of treating people
declared ill is in a direct violation of the major finding of the public
health field, notably that no disease or disorder has ever been erradicated
by treating those individuals who become ill. In all successful cases of -
disease control the causes of the disease must be removed first. It is my
contention that in order to resond appropriately to the problem of
domestic violence we must place our primary emphasis on prevention. To
be satisfied with treating casualties will only guarentee more cases than
we can possible treat.

Before a model for the prevention of domestic violence can be
presented we need to spend some time identifying the potential causes of
domestic violence. This is a difficult and potentially misleading endeavor.
First, we must acknowledge that there are multiple causes for all behavior
including domestic violence. To search for a single cause will not be
productive. Second, our training encourages us to search for variables that
are consistent with the medical model. Thus, for most psychologists
variables such as psychopathology, intelligence, and coping skills will be ." .
easily recognized. Other variables such as crowding, personal defensible
space, social norms, or institutional sanctions may seem alien. With these
limitations in mind, let us review quickly the broad variables that would
appear to be significant in the etiology of domestic violence.

Before looking at individual causative variables, it is instructive to 0

look at the broad scope of enviornmental variables. Environmental
psychology has presented clear evidence that the physical enviornment has
a significant impact upon psychological functioning (see Wandersman, et
al, 1983) Of particular interest are studies demonstrating a relationship
between crowding, psychological health, and the maintance of
interpersonal relationships ( see for example Karlin, Epstein, & Aiello,
1978). Still other enviornmental variables such as noise level and the
physical design of buildings appear to have effects upon psychlogical

functioning. The ao c~l enviornment in which the individual or family lives 0

also impacts upon psychological functioning This enviornment ranges from
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the micro enviornment of mother-infant bonding (Frank, 1981) to the
macro enviornment of social networks (Gaudin et al, 1983, Powel, 1980,
Mitchell, 1980). While the social and physical enviornment must be
considered in understanding domestic violence, it is clear that each
individual experiences the enviornment differently. These individual
differences in perception are crucial, indeed they may be more crucial than
the actual enviornment itself. If the enviornment is evaluated as
acceptable, there is little need for coping or problem solving. Positive
feedback mechanisms act to maintain homeostasis and the situation
becomes relatively static. Societal or group norms can result in an
acceptable evaluation of an evniornment that others might consider
unacceptable. One is quickly reminded of the abusing family who sees
abuse as a acceptable way of life and resists all attempts at inducing
change.

If the evaluation of the enviornment is negative, and the enviornment is
seen as unaccpetable, stress and arousal results. This stress is mediated
by the community and personal resources available to the individual. If the 0

resources are not adequate to buffer the individual against the stress,
some form of coping must occurr. If this coping is sucessful the situation
is resolved. Depending upon the coping behavior used, the enviornment may
have been changed or left intact. Unfortunately, there is growing evidence
that even successfull coping can have a cummulative effect that is
negative or psychologically harmful. If the attempt to cope is unsuccessful
a crisis results. Although these two pathways (successful coping and

crisis) are different, both can result in domestic violence. We are all
familiar with the use of violence as a problem solving technique. The .
father, for example, feels threatened by his wife's success and to
re-assert his dominance, beats her is such a case. The important point
here is that this situation is not a crisis situation. It occurrs repetively
when particular problems occurr. Other incidents occurr as a last ditch
attempt to resolve a crisis, are accompained by significant psychological
turmoil, and are usually evaluated by both spouses, after the fact, as
unacceptable. Cases of domestic violence that arise out of a crisis
situation are among the easiest to treat.

The model presented above is represented graphically in Figure 2.
While it is somewhat simplistic it allows us to be more specific in the
types of interventions that we make. Interventions that seek to alter the
enviornment (both physical and social) or the perception of that
enviornment are examples of pro-active primary prevention. Psychologists
interested in these types of interventions will become involved in housing
design, noise polution reduction or altering the perception of
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enviornments Reactive primary prevention occurrs after the enviornment
has been evaluated as unacceptable. Reactive primary prevention attempts
to increase the resources (both personal and community) available to act
as a buffer against the stress. Psychologists who become involved in the
design and implementation of child care centers or the development of unit
support networks, are working in this arena.

Secondary prevention begins with the provision of services to those
individuals who are in distress and are struggling to cope with an 0

unacceptable enviornment or event. If their coping is successful the stress
is resolved. If the the individual is required to cope repeatedly with
stressful situations the cumulative effects may finally precipitate
violence. Note that violence can be used as a successful coping strategy. If 0
the violence removes the stressor it is likely that violence will be used
again. The use of violence as a coping strategy is qualitatively different
from the use of violence to resolve a crisis situation. In a crisis the
situation is becoming increasingly distressful and attempts to cope are
unsuccessful. This produces a dramtic increase in emotional turmoil. 0

Domestic violence, like suicide may be the result.
Tertiary prevention begins once the incident of domestic violence has

taken place. The case has been reported and a formal intervention has
begun. Treatment is typically offered to the victim and perhaps the
perpetuator if he or she is willing to enter treatment. Unfortuantely, the
damage has now been done. It cannot be undone via therapy. More
importantly, offering therapy will in no way decrease the incidence of
domestic violence. The violent act must occur for treatment to be offered.

By this point my bias should be clear. Domestic violence must be
addressed in a primary prevention framework. This is not in any way to
imply that secondary and tertiary prevention efforts are undesierable or
unwanted. Individuals in distress must be offered assistance. Offering
treatment for violent families is crucially important. It is delusional,
however, to hope that these efforts will in any significant way reduce the
overall incidence or prevelance of domestic violence. The manpower pool
is to small to offer the needed secondary and tertiary interventions. If we
truly want to make a contribution we must train paraprofessionals to
provide secondary and tertiary services (under skilled supervision) and S

refocus our efforts on primary prevention. Significant forces will act to
block this move. The medical/defect model predominates and many have a
strong need to keep the situation as it is Our training often makes primary
prevention activities alien and uncomfortable. It is simply easier and more
comfortable to allow the victims of abuse to be referred into the clinic
This strategy is ineffective and only insures an unending flow of patients.
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SECONDARY PREVENTION, NONPROFESSIONALS, AND PSYCHOLOGY:
INTFRMEDIATE SOLUTIONS AND EXPANDING ROLES

CPT Fred N. Garland, PhD
Academy of Heaith Sciences, US Army, Behavioral Science Division

Community Science Branch, Fort Sam Houston, TX

Introduction 0

Domestic violence has emerged as one of the crucial social problems
confronting us in this decade. Child and spouse maltreatment are subjects
of increasing attention. Recognition of the influence of domestic conflict
on duty performance and morale has resulted in the Army Family White Paper
(1983). in this document, the Army Chief of Staff stated that the welfare of 0
the military family and the quality of life in military communities are
critical co:ponents of Army readiness. To underscore that view, the Army
Family Advocacy Program (AFAP) was established. As behavioral scientists
whose mission continues to be the conservation of manpower, and whose ethical
stance requires attention to quality of life issues, Army psychologists
must commit themselves to an active, innovative role in Army family advocacy. 6

Recent research has suggested that the reported incidence of family
violence in the Army is increasing. James, Furukawa, James, and Mangelsdorff
(1984) reported an increase from 35 to 115 reported incidents of child
maltreatiient per month during a 27 month reporting period that ended in 1980.
During the first half of FY 83, 410 confirmed cases of child maltreatment
per 100,000 children were reported across military services (Army Times, 29
Oct. 84). Incidence reports of spouse abuse have followed a si mar trend,
with the reported incidence rate more than doubling, from 2026 cases during
the first half of FY 83 to 5809 cases during the same period in FY 84. While
these increases are more likely to reflect greater attention to reporting
incidence than actual increases in rates of abuse (Wichlacz, Randall, Nelson,
and Kempe, 1975), the rise in detected abuse points to a real demand for an
increase in available mental health resources.

Attention to the quality of life in the military and the quality of
recruited pers(nnel has helped to reduce the incidence of family violence.
However, some of thil factors contributing to maltreatment (e.g., frequent PCS,
FTX, housing) will continue to challenge the military family (Miller, 1976).
:n additin, planning doctine resulting in force realignment will probably
Iecrease the numt)er )f military behavioral scientists available to support

t r.p ailies. -ucnsequently, psychologists as well as other behavioral
cienti-ts must respond t,, increasing demands for services despite prospects

, cv d incIi nq oipo~vle pool. This is not a new dilemma for the mental health
1e . slirvrwv io futu, e needs for mental health resources, George Albee
1959 urio1,<, t,,

-.hit we nefud are techniques and methods enabling far more people
to :w reached per professional person. If we do not at present .0

v ... uch to, ,niquos, toen we should spend time looking for
t. 'T. ' qi , if the :anrower situation in which we find
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ourselves makes other solutions unrealistic (p. 254).

Cowen (1973)suggested that intervention is most effective if carried out
at the community level. As others have suggested, primary prevention with S
an emphasis on family wellness should remain the goal of the Army Family
Advocacy Program. Nonetheless, secondary prevention efforts devoted to
intervening with high risk and identified abusive families are necessary.
Justification and funding of programs, particularly those in the "people
business," is usually based on a pathology-and-rescue model (Signell,1983).
The oft-quoted adage, "if if ain't broke, don't fix it," underscores the
military's adaptation of this model, and suggests that secondary prevention
with families who are broken, or at least showing wear around the edges, is
likely to be a more saleable intervention strategy in the military community
while serving an ongoing need for timely intervention.

Military famiiilies are reluctant to seek help through referral to community 0
agencies. Spouses with family and personal problems tend to turn towards
informal helping rcsources within the military subculture (Beattie, 1981).
The stigmd associated with mental health consultation continues to be
pervasive (Mj i 1 er, 1975); and the typical problem-solving strategy of looking
for readily available, concrete solutions will likely continue, making preven-
tive programs only marginally appealing in the near future. Even among more
"sychoilgically minded" families, there is frequently a marked resistence

to early acknowledgement of distress if they are experiencing violence or
threats I' violence. Often such families use other, less formal social
supoort systems such as enlisted and civilian paraprofessionals, volunteers,
and indiger,_us helpers. Psychology can play a significant role in this area, -

bringing a unique perspective and some special skills.

Roles for Nonprofessionals in Secondary Prevention

The clinical research of recent years is full of reports of the
'nonprofessional re.olution" in mental health (Gershon and Biller, 1977; Sobey,
1970). Nonprofessional helpers are not a creation of community-minded
sorial scientists, however. People have generally been more likely to seek
nelp from neighbors, close friends, relatives, and community professionals
held in high esteem such as doctors, lawyers, and clergy (Gershon and Biller,
1977). Mlitchell and Trickett (1980) argue that an individual's social
network is predictive of successful adaptation to a variety of crises and day-
to-day challenges. They describe the effective indigenous nonprofessional
nelDer as having a knowledge of informal resources and an orientation
towards assessing and mobilizing networks. They suggest that aid to troubled
individuals might best be administered by strengthening the natural care-
qiving network.

hi., strategy is particularly appealing for application to the transient
mi itay prpultion. Many mental health workers in the military can no
drouht call to mind one of those "neighbors" who somehow knows how to get
toi'iqs d,rie, '), who, escorting a friend from the clinic, says, "I think we -.

ar a r l nan ile it fr-)1l tere, Doctor." These informal helpers tend to alert
prt).essinals to farilies and individuals who all too often fall through the
cr-acks in the human service network. The social networks and natural
helprs arfe generally the olue that holds families together during extended
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absences of the service member due to hardship tours, FTXs, and TDYs
(Pendleton, 1976). Serving as surrogate parents, aunts, uncles, this system
often functions as an extended family. Sobey (1970) studied 10,000 nonprofes-
sionals in 185 different NIMH-sponsored programs, and summed up the
contribution of the nonprofessionals in this way:

For innovative roles which nonprofesionals have so often been
asked to assume - the teacher-mom, home visitor, reach-out aide,
etc. - the flexibility and spontaneity of nonprofessionals
is seen as a primary asset (p. 178).

The effectiveness of nonprofessionals serving in mental health roles has
been the subject of considerable research (Gartner, 1979; Durlak, 1973; Sobey,
1970). As with much of the mental health outcome research, there is consider-
able variance in the variables examined and the methodological rigor of the
studies. Since Rioch's demonstrated success employing housewives as
counselors (Rioch, 1967), nonprofessionals have been used in a variety of roles.
Reviewing over 300 references in the literature, Durlak (1973) found only six
negative reports concerning nonprofessional effectiveness. Gartner (1970)
suggests three factors that contribute to effectiveness: 1) communication of
accurate empathy because of shared characteristics; 2) a thorough selection
procedure; and 3) a well-executed training program. S

There appears tp be no research on the use of mental health nonprofession-
als (to include 9lGs and 9lFs) in the military, despite our heavy reliance on
these personnel. Similarly there is no systematic examination of the role that
volunteers play in many installation programs. Nonetheless, a number of
programs have been initiated at Army installations with anecdotal reports of a S
positive impact on the risk of family violence (see Nash, 1983).

Many civilian programs have been evaluated, however, and provide examples
of the ways in which nonprofessionals can be employed. These include home
visitation programs for educating inexperienced parents (Ayoub and Jacewitz,
1982); parenting education conducted by trained laymen (Gordon, 1971); a S
"home start" program involving trained volunteers who assist high risk
families in problem identification and referral; an education class for teens
that teaches marital and parenting skills (Cohen, 1973); and a multitude of
less specific "parent aide" programs (e.g., Gifford, Kaplan, and Salus, 1979)
including one designed for Air Force families that is intended to reduce the
risk of child maltreatment(Posey, 1981). S

Most of the programs dealing with spouse abuse revolve around sheltered
workshops and crisis teams. A number of programs have been established for
abused spouses in military communities (West, Turner, and Dunwoody, 1981).
There appears to be no data regardingtheir general accessibility, methods of
providing support or effectiveness, Unfortunately, untiT such programs
demonstrate a positive impact upon the well-being of the military family,
they will continue to receive support in a haphazard fashion. West et al.
(1981), recognizing the vulnerability of such programs, recommended extensive
research on the phenomenon of spouse abuse and the success of various
intervention strategies.

.0
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These programs, aimed at providing social support as well as practical
Kpertise in matters of family functioning, are suggested to be worthwhile
Dols for reducing risk of violence and for encouraging timely referral (via
qe nonprofessional helper) than might be expected in the absence of active out-
each efforts. Effective deterrents and interventions at this level free the
rofessional to use his or her skills in a more efficacious manner (Gourash,
978).

Defining Psychology's Role

Neither Army psychologists nor nonprofessionals are new to programs aimed
t the prevention and treatment of domestic violence. However, in order to
aintain quality assurance despite austere resources, skills in needs assess-
ent, intervention design, training and program evaluation will become 4ncreas-
ngly valuable if the military is to get "the most bang for the bucks." A
eview of prevention programs prompted Roy Helfer to note that while most
rograms show promise, ther is little systematic research or follow-up (Helfer,
982). Zvaluation of success appears to rest on face validity. Programs
nploying nonprofessionals have been appealing because of their novelty and
ositive implact on manpower shortages. Unfortunately, the innate appeal of
uch programs have led to evaluations based on impressions rather than data
Lorion, 1978).

Similarly, military communities are frequently identified as "stressful"
'1 ilier, 1975) without any identification of the steps that must be taken in
rder to reduce the stress or buffer the military family against unavoidable
tressors. The dilemma for most installation commanders is the absence of any
lear definition of family needs, or any guidance on how to assess those needs.
ne deputy installation commander convened a community work group on needs
ssessment by noting thaL he felt as if he was attempting to "shovel fog into
sack." ihe behavioral scientist may be accustomed to probability and

mbiguity, but the ever-accountable commander is not.

There has been considerable research on the military family. A recent
OD review and annotated bibliography contains over 1000 pages of material
ertaining to the military family (Nash, 1984). While many of the references
re anecdotal rather than data based, the review offers a source of pertinent
nformation. The psychologist at the local level can be an asset by perform-
ng two functions regarding such information. First, our training in research
ethodology allows us the background to evaluate and recommend new findings in
he fields pf domestic violence, program effectiveness and nonprofessional
raining, for example. By learning from the efforts of others and integrating
ew research findings, local initiatives in prevention and treatment take on a
r >active flavor.

Secondly, the psychologist can adapt previously described methods of needs
ssessmnent to the local community with a proper appreciation for the methodolo-
ical rules and analytical constraints that accompany field studies (Cowan and
esten, 1980). A useful example of this activity might begin with the research
cientists of Army psychology critiqueing, validating, and disseminating
ppropriate needs assessment instruments to clinical colleagues who might in
urn utilize the instruments, participate in designing intervention strategies,
nd cnllect outcome data to assess the immediate and long-term impact of
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and unresponsive Ourr (Gurr, 1970) has suggested that individuals
experience frustration from perceived relative deprivation, and that this
frustration precipitates aggressive behavior. In any case, the terrorist
must make the shift from intellectual idealogy to pragmatic violence. For
many, of course, this shift never takes place. For others it does.

Psychological role theory prcvides a framework for understanding
terrorism. The theory suggests that individuals act or play out a certain
role within a group. While their attraction to the role may have to do with S

personality variables, it is clear that roles soon obtain a power of their
own. Zimbardos classic prison study clearly demonstrated the powerful
influence social roles have on human behavior (Haney, Banks & Zimbardo,
19713)) Once in a role, the individual will experience great difficulty in
leaving the role. Indeed, when terrorists attempt to leave the role, the
result is usually quite terrifying in itself. The Irish Republican Army (IRA)
conducts "nead jobs" (slashing the throat and almost severing the skull) or
knee jobs (placing a 45 calibar pistol to the rear of the knee and blowing

the knee off, or more recently taking a Black and Decker 1/4 inch drill and
boring all the way through the knee) as a means of convincing IRA members
not to "backsl;de".

Tne imoact of roles become more formalized as terrorist organizations
become either state supported or state directed. In state directed
organizations, for example, leadership positions are assigned by
authorities/states. The leader then maintains loyalty not only to the
group but also to the state supporting him/her. State supported groups
will have more latitude in carrying out operations and in selecting
subordinates 1 he degree of support a leader can locate and control will
increase or decrease that leaders power and importance. The logistical
strength of the supporting or directing states can significantly increase
an otherwise small groups effectiveness. As an example, it now appears
,-ertain that the explosives used in the bombing of the Bierut Marine
barracks was purchased on the black market in Berne Switzerland by a
member of the Iranian diplomatic mission. With that degree of support any
small group can become a potent terrorist organization

Thp _a,&ed_[ in terro-i3t groups is a cynical yet dedicated person. The
leaders are often female, examples being Nancy Ling Perry of the S

5ymbionese Li beration Army (SLA), Ulrike Meinhof of the Baader-Meinhof

group, or Fusako 5higenobu of the Japanese Red Army. They show fewer
sgns of .se'f interest than any of the other roles in the group. Their
personalities are usually rather rigild, dedicated single mindedly to "their
iuse". and suspicious to almost paranoid dimensions They have an all

encomL)3aincl belief in the righteousness of their own beliefs and an
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the cause of the development of some of the "Red" groups. rhe Neo-Facist
groups employ the same terror tactics as the leftist groups. While these 6

groups typically operate outside the immediate control of state
governments (although they may be state supported or directed in a fashion
similiar to leftist groups), some governments formally use such tactics to
control dissent. Such governmental or quasi-governmental activities can
be seen in Latin America today. Official government use of terror tactics to
quash dissent among it's own population will not be counted as terrorism
for the purposes of this paper, although many of the tactics are identical.
The Institutes last type,_Pahogical groups corresponds directly to
Hacker's Crazies. Recent events suggest that a seventh type of group is 0

appearing, The 5inkIaLertl group has as it's goal the implementation or
illimination of a specific policy or procedure. Examples include the bombing
of abortion clinics and research facilities Each of these groups has a
different reason for existing. Each may select different targets.
Negotiating stategies will differ for each group.

If we look at terrorist organizations, we find that there are several
consistent organizational models. Terrorist organizations differ along at
least two dimensions locus of support and organizational format. It is
clear that while terrorist groups may have initially started out as
independent , that many are now state-supported or even state-directed.
State-supported groups receive support ( money, weapons, and training)
from states but are relatively free to chose their own targets and
missions. 5tate-directed groups are given missions and assignments by
their directing state. Terrorist groups also differ in their organizational
format Some are rather small, and work in isolation from other cells in the
same larger organization Other formats include a formal paramilitary
organization The PLO and the IRA are examples of this paramilitary format.
The PLO, for example, considers their personnel to be on "active duty" and
cuts formal military orders (complete with order number) when they make
a PCS move. Within each organization, regardless of format or locus of
support, there is typitally a strong leader who is reponsible for the
organization and design of the group, operator(s) who provide the muscle 0
and "hard' skills necessary to conduct each operation, and a larger number
of idealist functionarie5 to conduct the day to day activities (viz. renting a
safe house, shopping, delivering messages, etc.)

The factors that motivate a person to join the ranks of a terrorist
organization differ Some join because of a need for power and/ or
recognition, and others are overwhelmed by a society they see as unfair
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different from negotiating with the Crazy.

TERRORIST GROUPS

The Institute for the Study of Conflict (see FC 100-37, appendix D )has
examined terrorist activities and suggests that there are 6 distinguisable
types of terrorist groups. These types differ according to the cause they
support. _Minority Nationalist groups, such as the Basque Seraratist (ETA)
found in Spain, the Irish Republican Army in Northern Ireland, and the Black
Liberation Army in the United States are groups fighting the majority in
their community. Their support base depends on the sympathy of ethnic,
religious or linguistic minorities both in their own country and abroad.
THus the IRA had great success not only in Ireland, but also in the United
States when they claimed that they were an oppressed minority fighting
for their natural rights. Unfortunately, captured documents clearly reveal
that this is a promotional strategy. By this point the IRA is heavily funded,
trained and equiped via the international terrorist community. Their stated
goal is now to disrupt and replace Ireland and Great Britain with a
communmist state. Although most of these minority nationalist groups
operate independently, there is growing evidence that such groups are being
supported not only by other terrorist organizations, but also by foreign
governments hostile to the government being challanged by the nationalist
group Marxist Revolutionary groups have a rather coherent, often
publically aknowledged Marxist idealogy (regardless of persuasion) and 0
have a long term goal of bringing about a Marxist revolution. The
provisional wing of the IRA and Italian Red Brigade are excellent examples.
Anarchist groups such as the Moviemiento Iderio Liberatario (MIL) of Spain
and the Red Army Faction in Germany comprise Hacker's third type. Athough 0
these groups often turn toward the left for support, their rhetoric and
writting call for the overthrow of all forms of government. Ide'.i.cl
Nercilnares, on the other hand, have no particular political leanings. They
are simply for hire to commit terrorist acts for any terrorist group that
needs a3sistance. Because they have no special committment to any 0

particular political goal, political solutions will not impress them. Because
they are for hire they are highly professional and extremely dangerous. The
Rengo Sekigun ( Japanese Red Army) and Carlos "the Jackal" (in real life

1lich Ramirez Sanchez) are example of this group. J e o-cistLor Black
terrorists groups usually represent extremely conservative political views
that may have developed to counter the "Red" terrorist groups or have been
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In order to understand terrorism we must not only understand what
terrorism is, but also who commits acts of terrorism. A great deal of
caution must be observed in both the creation and the use of terrorist
typologies. Such typologies are misleading if they is used as anything more
than a general model. The application of any typology in specific situations
is generally not warranted.

PERSONNEL

Although the word terrorist conjurs up images of a uneducated and
impoverished individual, the reality is quite different. Most terrorists are
young (average age is in the 22 - 25 year old range), college educated, and
come from middle to upper income families ( Russel &Miller, 1977 ). This
is especially true for the terrorist leaders and the intellectual cadre
(individuals such as Dr. George Habbash, Giangiacomo Feltrinelli and Henri S

Curiel ). They were typically recuited during their days as University
students and may have started out as dissaffected liberal thinkers with
only the grandest of motivations. Today they are often professionally
trained in formal training program located in Lybia, South Yemen, North
Korea. Cuba, and the Soviet Union.

Understanding the motivation of the terrorist is dificult, as there are any
number of different motives. According to Hacker ( Hacker, 1977 ) the most
common terrorist is a Crusade , an individual who engages in terrorist
activities in support of a cause (political, religious or ideological).
Hacker's second type, the Crimina is an individual who engages in
terrorist activities for personal gain. A prominent example of this type of
terrorist was illustrated in the 1973 hostage barricade situation involving
Jan-Eric Ollson's attempt to rob the Sueriges Kreditbank in Stockholm,
Sweden. It is often difficult to identify whether or not a specific terrorist
incident involves crusaders or criminals. First, the crusader may engage in
criminal activity to obtain funds for continued operation. Second, a
crusader/leader will often recruite a criminal (often an ex-convict with
good "hard" skills) to act as the muscle for the group. Hacker's last type, 0
the Crzzy, includes those who terrorize because of their own
psychopathology Prime examples of these type include Son of Sam, Charles
Manson, the Hillside Stranqler, and by all accounts Idi Amin of Uganda.
While these three terrorist types are very broad, they clearly suggest that
the strategies for intervening and/or negotiating with each should be
significantly different Negotiating with the Crusader is likely to be very
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common victims of terrorism are either members of the diplomatic
missions (54 %) or military/corperate targets (31 %). Of the 224 recorded 0

attacks against US citizens in 1982, almost 50% were bombingc that took
place in Europe. The US military forces are not only a visable symbol of
American interests and power, but their presence throughout the world
makes them convient targets. In the period from 1968 thru 1982 there
were 557 attacks by international terrorist that involved either US
military personnel or facilities. The prognosis for the future is that these
attacks will increase (FC 100-37). The government commission which
reviewed and investigated the 23 October bombing of the Marine Battalion
Landing Team (BLT) at the Beirut Airport assessed the current situation as
follows:

The Commission believes that terrorism as a military
threat to the US military forces is becoming increasingly
serious. As a supper power with world wide interests
the United States is the most attractive target, and indeed
statistics confirm this observation (DOD, 1983).

While it is difficult to determine the success of any given terrorist act,
some figures are available. According to a recent RAND Corp study ( CIA,
1976 ), the terrorist who attempts to take hostages has a 87 % success
rate, 79 % of all terrorists escape capture, and in 40 % of the casess either
all or some of the demands were met. If safe passage out of the country
was the only demand it was met 83 % of the time. All demands were met in S

29 % of the cases and escape (if demands were not met) was successful in
67 % of the cases. In all (100 %) of the cases major publicity resulted,
thus virtually guaranteeing a sucessful operation in the mind of the
terrorist. Media coverage has several other undesireable consequences.
First, it encourages terrorist to strike again. Second, and perhaps more
dangerous, it creates and atmospher in which each terrorist may attempt to
better the death toll or gruesomeness of a previous act in an attempt to
garner more publicity. The Shiite Moslem Jiihad was sucessful in killing
241 Americans in Beriut. What comes next? Now, to kill only 2 in a bombing
may appear trivial. Third, it suggest to others that acts of violence are
valid means of problem solving. The FBI has recently reported (Arizona
Daily Star, 1984) that there have been 20 bombings of abortion facilities in
1984, presumably conducted by anti-abortion activists (terrorists) Animal
rights groups have valdalized research facilities and threatened to poison
foods in grocery stores if their views on animal rights are not honored.
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war in 1972. Military authorities began a policy of "energetic and
professional interrogation of prisoners" and assumed virtually all
governmental duties and authority. Traditional political parties and the -
exercise of political rights were suspended for the next 15 years. Despite
the institution of a repressive dictatorship, the routing of the Tupamaros,
and the death of Raul Sendic, most left (or Red) terrorist groups consider
the Tupamaros to have been highly successful. Tupamaros who escaped
from Uraguay are revered and honored in the terrorist community. In the 0

mind of the Tupamaro the operation was highly successful. A free
democratic government was destroyed and the stage was set for the
population to become increasingly unhappy with the more repressive
dictatorship that replaced it. The expectation was that sooner or latter
the people would (perhaps with some assistance ) enter a revolutionary
period and institute a communist government. This assumption proved
false, for in December of 1984 Julio Maria Sanguinetti was elected
President of Uraguay in a free democratic election. The military leaders
have stepped down (and did so in less than the 15 years the law allowed
them). Democaracy has returned. One has to be cynical and wonder when
terrorism will return.

In a sense, terrorism can be conceptualized as the ultimate in tragic
theater. As choreographed by the terrorist, the play involves the
protagaonist hero (the terrorist), who, with the help of the supporting cast
(the victims), place the government in the role of antagonist (villian). Out
of frustration, the antagonist engages in increasingly repressive and
offensive behaviors until the audience (the general public) rejects the
villian and sides with the hero. The play has a Director (the terrorist 0
organization), and in many cases an Execuative Producer in the form of
state support or state direction. Like all actors, terrorist hope for good
rviews from the theater critic (the media). An active media insures that
the message is spread to a world wide audience (an audience that includes
other terrorist groups) Like all actors, the impact and importance of the
media is crucial A terrorist incident, like a play, will lose virtually all of
it's power and importance if it does not receive media attention.

While this is not a paper on the statistics of terrorism, there are
several key statistics that must be understood in order to put terrorism 0
into persptective Between 197 3 and 1982, that State Department reports

US State Department, 1983) a total of 11,132 casualties, including 3,509
individuals killed in various terrorist incidents. The most common
terrorist act was bombing, a tactic that accounted for over 43 % of all
terrorist attacks Assasination, kidnapping, hi)acking, and hostage
situations accounted for an additional 15% of the incidents The most

. .., . . . .



1972 Japanese Red Army bombing of the the Lod airport passenger
terminal. It is crucial to remember that, in the eyes of the terrorist there
is no innocent bystander. George Habbash, a key figure in the
internationalization of terrorism, put it this way, "No frontier, be it
political, geographic, or moral, can resist the action of the people. Nobody
is innocent, nobody can be neutral in the world of today" (Demaris, 1978). . -

Eifth, the terrorist act is conducted specifically because of the effect
that the act has not on the victims but rather upon those observing the
situation. Unlike a military mission, where the goal is the actual
destruction of a specific bridge because of it's military importance, the
terrorist bombing of that same bridge is designed to demonstrate to the
population that the government is not able to protect them. For the 0
terrorist, any bridge can be a target. The power of the terrorist is that
he/she can frustrate the authorities until their response becomes
inappropriate. The terrorist hopes that this act will lead the portion of the
population that is uncommitted to the terrorists cause to shift their
alligience from the government to the terrorist group.

While the terrorist hopes that this shift in alligience will occurr
rapidily, most are prepared to wait, perhaps for many years. The
Tupamaros are an excellent example of this process. By the late 1950s
and very early 1960s Uraguay had become one of the most democratic
countries of the region. Over 90% of the population was literate. Uraguay
had the best health care and the lowest infant mortality rate in Latin
America. An extensive social insurance system was in effect and most
workers belonged to trade unions. During this period Raul Sendic began -
trying to reform the trade unions to support a socialist/communist
government. Having little success in this endevor, Sendic formed the
Movimiento de Liberacion Nacional (MLN) in 1963. The group became known
as the Tupamaros, named after an Inca prince ( Tupac Amaru ) famous for
fighting Spanish rule. From 1963 until 1969 the Tupamaros engaged S

primarily in "Robin Hood" acts such as robbing a bank and giving the money
to the poor. When this tactic failed, Sendic declared war, stating "We now
have three hundred kilomenters of streets and avenues at our desposal to
organize guerrilla warfare."( Sterling, 1981 ). In the next several years the
Tupamaros engaged in over 300 bloody bombings, killings, and assults.
They killed Dan Mitrione, the US asvisor to the national police force,
kidnapped a Brazilian diplomate, an American cultural advisor and even the
British Ambassador Sir Geoffrey Jackson, holding him for over 8 months.
Despite massive public demonstrations against terrorism, the Tupamaros .
continued. The government responded by suspending all civil rights in the
summer of 1970. Thias followed by a declaration of a state of internal
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BACKGROUND

In order to understand terrorism and terrorists we must understand
what the word terrorism means. F=, terrorism is an act of violence
(whether actually carried out or simply a threat) Someone is not a
terrorist simply because they dissagree with a certain policy, no matter
how vocal they are with their criticism. Many agree that Northern Ireland
should be given political independence, but few actively participate in the
killings and bombings perpetuated by the Irish Republican Army
(provisional). Terrorism must involve the use of violence ( or threat of
violence ) to obtain one's end. 5econd, the terrorist sees the terrorist act
as an attempt to communicate with people who they perceive as
unresponsive to other more conventional means of communication. Thus a
member of the Japanese Red Army says the following, "There is no other
way for us. Violent actions such as those we have used constantly in
fighting the enemy, are shocking. We want them to shock people,
everywhere .... it is our only way of communicating with the people." 0
(Schreiber, 1978). Tird, terrorism is aimed at obtaining a political,
religious, or ideological goal. Specific goals might be to publicize a cause,
cause a change in a particular policy, demonstrate the ineptness of the
government, demorilize the security forces, cause the government fo
overreact, intimidate a particular group, or obtain money for future
operations. While the terrorist act is criminal in nature, the normal
criminal goals (ie of obtaining money for personal gain) are not typically
present in acts of terrorism. Exceptions are, however, easily found. The
SLA robbed banks in California to fund it's activities, and the Tupamaros S

in Uraguay conducted "Robin Hood" robberies and gave the money to the
poor. Fourt.h, the terrorist targets an innocent individual or group of
individuals. This strategey lies at the heart of terrorism. The people killed
and injured by the terrorists generally have little to do with the sought
after goal. It is precisely this innocence that gives the terrorist most of
his/her power. A dramatic example of this is found in the Christmas
bombing of a passenger train in Northern Italy. The train was filed with
vacationers and had no political meaning other than to induce terror in to
the general population. Following the bombing numerous Red and Black S

terrorist groups claimed responsibility. The feeling in a general population
that it's members can and will be killed and injured at random creats
grave difficulties for the government. Again, there are notable exceptions
to this tactic of targeting the innocent When the IRA bombed the hotel
where Prime Minister Thatcher and other officials were meeting, they
were not bombing "innocent" targets in the same sense as the 30 May, .
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INTRODUCTION

Terrorism has become an unfortunate fact of life in todays world. While 0

terrorism is becoming a high technology mode of warfare, it is not a new
historical phenomena. The very word "terrorist" has it's historical roots in
the French Reign of Terror (1793- 1 794), a period during which Robespierre
and the Committee on Public Saftey caused the execution of 40,000 and
the imprisonment of over 300,000 people. What is new is the terrorist's
active use of the mass media to project their message of violence and
destruction to the fartherest corners of the world In recent weeks the
world watched as 5 Arab terrorist ( the evidence would suggest that they
terrorists are members of a Shiite Moslem group supported by the
Ayatollah Ruhollah Kohmeini ) hijacked a Kuwaiti airliner and held many
innocent passangers hostage, using them as pawns in their attempt to
force the Kuwaiti government to release 17 terrorists jailed for their part
in the bombings of the US and the French embassays. The Kuwaiti
government refused to give in under the pressure, a necessary refusal, but
one which cost several american hostages their lives. The situation was
reminecent of " Carlos the Jackal's" (Illich Ramierez Sanchez) threat to
the French government that he would bomb a cinema (this following the -

bombing of Le Drugstore on the Left Bank in Paris) if captured Japanese
Red Army terrorist Furuya Yukata was not released. After some hesitation,
the French freeded Yukata, paid him about $300,000.00 and allowed him to
fly to Damascus.

Despite the differences between these two illustrations, there are .
many important similarities. First, and perhaps formost, both incidents
demonstrate the tremendous power a small group of dedicated, and often
professional, terrorists can not only have on the lives of "innocent"
people, but also on the operation of governments. Terrorism is a tactic
used by the weak to combat the strong. It is a tactic that allows a few
men and women (for terrorism is clearly an equal opportunity employer) to
challenge and often control an army or government. Many terrorist groups
use military names and titles specifically to enhance this psychological
effect• The Japanese Red Army, the Angry Brigade (England), the Red Army
Faction (Germany), the Red Brigade (Italy) and the Symbonese Liberation
Army (US) are but a few examples. To the viewer, and terrorism is always .- '
played to an audience, these names suggest organizations of great power
and personnel In reality such groups usually have a membership of less
than 50
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PSYCHOLOGICAL ASPECTS OF TERRORISM:
TERRORIST GROUPS AND PERSONNEL

ROBERT P. O'BRIEN, PH.D.
MAJOR, MSC

ACADEMY OF HEALTH SCIENCES, US ARMY
BEHAVIORAL SCIENCE DIVISION
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FT SAM HOUSTON, TX

Abstract

Terrorism has become an unfortunate fact of
life in todays world. Recent incidents
against US targest/citizens have included
the attack on the Marine barracks in October
of 1983 which killed 241 people, and the
hijacking of the Kuwaitii airliner and 5

subequent killing of 2 US officials in
Teharan, Terrorism is defined as an act or
threat of violence aimed at "innocent"
individuals, in the hope of precipitating an o..
inappropriate response from the authorities.
Current statistics on the incidence and
targets of terrorists are summarized.
Terrorists can be divided Into 3 major
categories, Crusaders, Criminals, and
Crazies. Terrorist groups include minority
nationalist groups, marxist revolutionary
groups, anarchist groups, ideological
mercinaries, Neo-facist groups and
pathological groups. Psychological role
theory allows for the identification of three
main roles within terrorist group, the
leader, the operator, and the idealist.
Implications for hostage negotiation
strategies are introduced
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We already have too few professionals doing too many things. We do not wish to
become referral agents and volunteer coordinators. We would lose our identifi-
cation as AMEDD health care providers and become DPCA staff officers. There
are no manpower credits for prevention and training; and worse, without
proponency, we would probably receive no formal recognition of our efforts.

Given our limited resources, any bold promises of new solutions by
psychology are ill-advised unless there is a clearly defined DA mandate for
our involvement in roles appropriate to our discipline. However, as local
health care providers we should exercise our skills in new arenas. Our
field was among the first to employ the concept of "wellness" in the face of
disease models of health care. Family advocacy offers us an opportunity
to put that concept to work.
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the interventions (Alvey, 1975).

Psychology can also perform other tasks that are more directly involved
in the effective utilization of nonprofessionals. For example, Shag, Loo and
Leven (1981) described an instrument for assessing behavioral response modes
among potential nonprofessional counselors that reliably identifies inter-
personal traits considered desirable for effective counseling. The need for
such assessment is supported by the general consensus of mental health
service delivery studies wherein interpersonal traits such as accurate
empathy and unconditional positive regard are identified as the most
conspicuous correlates of nonprofessional effectiveness (Gartner, 1979).

Some additional observations deserve comment here, Several programs are
already underway that could use the specific services of psychology. The Army
Foster Care Program (AR 608-1, Chapter 9) is an important adjunct to the
prevention and treatment of child abuse. An extensive evaluation process is
articulated in the regulations for acceptance into the program, yet there is
no mandate for any psychological evaluation. For that matter, there is no
requirement that a psychiatric evaluation be included in the review of medical
records. Moreover, neither Child Development Center employees nor Family
Child Care providers are required or even suggested to be evaluated psycholo-
gically prior to certification (Child Development Services, AR 608-10).
Finally, there is all too often no systematic procedure for screening the
potentional volunteers who perform services as home visitors, crisis hot-line
operators, and activity coordinators. While their efforts are, quite
frankly, the backbone of a healthy military community, there remains the need
for increased attention to evaluating their suitability for the sizable tasks
they frequently take on. 4

Of course the most time-consuming activity regarding nonprofessional
involvement in secondary prevention is training and supervision. If relevant
field experience is the most salient feature of a competent trainer and super-
visor of nonprofessionals (McPheeters, 1979), then the social work officer re-
mains the best choice for this role with respect to family violence and
advocacy. Psychologists can nonetheless make a significant contribution to
this activity. First, we remain clinicians by training and as such are well
qualified to pass our skills on to others. Second, we, like our other mental
health colleagues, have unique ways of viewing problems. The previous
presentation on primary prevnetion offered an example of our conceptual
flexibility. Finally, we can provide considerable expertise in issues concern-
ing developmental dysfunctions and crises that frequently contribute to
domestic conflict' evaluating high risk families (Starr, 1978); and consulting
with commanders. Expanding our contribution to training and supervision
requires an increasing commitment to the nuts-and-bolts business of dealing
with family violence. What must be avoided if we are to remain relevant in
the Army's family advocacy efforts is a reluctance to expand beyond traditional
roles; or worse, a wholesale negation of our role by describing the Army's
efforts as "nonpsychology business."

Comment

Many papers written about non-traditional roles are criticised as
idealistic. Certainly there are practical problems that must be considered.
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absolute conviction that all who oppose them are evil. With this midset all
options become acceptable and responsibility is easily displaced onto the
target. Consider the following statement made in 1970 by Leila Khaled, 
an Arab terrorist who played a key role in the September 1970 hijacking of
the El Al airliner, " If we throw bombs, it is not our responsibility. You
may care for the death of a child, but the whole world ignored the death of
Palestinian children for 22 years. We are not responsible" (Schreiber,
1978). The intensity of the leader's beliefs appears to those of us on the 0

outside as irrational, yet there is no evidence that these individuals
possess any significant psychopathology. The structure of their beliefs is
built around "grains" of truth and any explanations that contradicts these
cherished beliefs are suspect. Although the leader may now be involved in
criminal activity (ie. bombing an Embassay) these criminal activities are
likely to have been preceeded by radical political activities. The leader's
committment to radical political ideologies occurs first. The translation
of these beliefs into violent actions occurrs later. In order to run a
terrorist organization a leader is necessary, but of course not sufficient. S

The goup must have a number of individuals with the necessary skills in
tasks such as surviellance, bomb construction, weapons maintance, etc. if
the group is to conduct it's business. It is the leaders job to recruit these
individuals. Thus the leader must have good interpersonal skills. She must
use her followers in a comfortable way that encourages them to lay down
their lives for her cause.

Each group must have individuals to conduct it's operations. Although
the leader plans the operation, the actual execution is often left to the
operator. The leader watchs from the sidelines ,o relative saftey. This was
clearly the case in the Lod airport shooting. These individuals must have
the necessary hard skills to translate rhetoric and threat into reality. In
the early terrorist organizations these individuals were criminals of one
kind or another. More often then not they were recruited while they were
in prison, often by being told that their criminal behavior was not their
resonsibility, but rather the result of an unfair and unjust society. Unlike
the leader, the Operator typically has a criminal history that pre-dates
their envolvement in terrorist or political activity. In formal diagnostic
categories these individuals are typically sociopaths. They are true 0

soldiers for the cause. But,unlike soldiers, they have little anxiety and are
unencumbered by feelings of guilt or empathy.They kill, torture, and injur
with impunity, much as they robbed and raped during their criminal days.
For these reasons they are extremely dangerous. While the leader will kill
for the cause, the operator may kill just to kill. During the Moluucan train
hijacking one of the operators repeatedly suggest that they execute more
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hostages. This despite repeated confrontations with other terrorists that
this was unnecessary. The leader skillfully manipulates the operators to
feel appreciated, important and powerful. Some, like SLA member Donald
David DeFreeze are given important sounding titles (DeFreeze was General
Field Marshal Cinque). Operators are generally less intelligent than the
leader, as the more intelligent operator is a threat to the leader. He is
taught to believe that his difficulties are the result of mistreatment by
the authorities or society or society in general. He, and most operators
are males, is aggressive and rather concrete in his thinking. Andreas
Baader and Hans Joachim klein of the Baader-Meinhof group and Akira
Niehei of the Japanese Red Army are other examples of this group. It is
crucial for the negotiator to understand if they are dealting with the 0
leader or the operator. If they are dealing with the operator, it is crucial
to know if the leader is present

The third common role, is that of the idealist The idealist is generally
rather intelligent, although politically naive. The are initially rather
normal looking individuals who are are searching for a "cause" that will 0

make the world perfect. They are easily convinced that the system is bad
and that a new world order is needed. Because they have some difficult
with delay of gratification, they experience significant frustration when
their dreams are not met. They are dedicated to the leaders rhetoric and .

stand in awe of the operators power and skill. They are the cannon fodder
of the revolution. They locate safe houses, reconnoiter buildings, and
often provide money to support the group. When needed they will die to
support the cause. In a sense, the terrorist group gives these individuals a
reason for living. They can commit themselves to a cause that on the .

surface has high ideals and promises a perfect world. In addition, they can
operate in an enviornment that condones their rebellion and makes their
life interesting and exciting. Unlike the leader who must be protected, and -

broken out of jail if captured, and unlike the operator who has crucial 0
skills that the groups must have in order to function, the idealist is truly
expendable.

As mentioned earlier, each terrorist organization must have individuals
who fulfill each of the roles described above. It is clear that beginning in
the late 1960s, a concentrated attempt was made by several individuals to
internationalize terrorism. Up to that point most terrorist activity was

*" fiercly nationalistic in origin and design. It is now clear that, while some
terrorist groups maintain a strong independence, that most are
interconnected in one way or another. One way in which the groups are
interconnected is that they routinely provide logictical and personnel
support for each other. Thus in a complicated terrorist operation it is not
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unusual to find the weapons brought into the target country by one
terrorist group, a second group to provide the safe house and security, and
a third group (with perhaps multi-group membership) to actually conduct .
the operation

SUMMARY

Terrorism is becoming an increasingly common tactic. Using this tactic
the weak can confront the strong, and governments can be stalled and even
overthrown. While terrorist in the past have operated in small groups and
survived on the ideological or religious fervor of their cause, they are now
professionally trained to kill with precision and skill. The often operate 0

in an international network with state support and at times state
direction. While we prepare for global war, terrorism is inflicting
casualties every day. As Von Clausvitz said, war is a continuation of
politics using other means. Using that definition, we are at war today. "e

1

S
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I

The Psychological Aspects of Terrorism

Major Robert J. Rankin, Ph.D.
William Beaumont Army Medical Center

S
Abstract

Acts of terrorism have been increasing over the past
two decades, and governments have learned effective means of
combating the effects of terrorism. Governmental agencies .
have heavily utilized the expertise of psychologists,
psychiatrists, and social workers in developing intervention
strategies for terroristic activity. Utilization of such
professionals occurs at a variety of levels, such as in: 1)
assisting responsible officials in understanding the
psychological make-up of terrorists; 2) preparing high risk S
populations for the physical and psychdlogical trauma uT

captivity; 3) serving as psychological consultants during
hostage negotiations; 4) providing therapy for the hostages
after their release, and, 5) providing therapy for family
members both during and after the captivity period.

Effective intervention as a professional psychologist
requires a very specific orientation in understanding the
nature of terrorism and the psychological effects of
prolonged captivity. This presentation will attempt to " -

consolidate knowledge from the domains of terrorism and the
science of psychology into a guidel ine of intervention for -

the Army psychologist.
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PROFILE OF TERRORISTS AND THE TRENDS OF TERRORISM

A. OBJECTIVES

1. State the probability of success for terroristic activities.
2. Provide a demographic profile of a terrorist.
3. Identify geographic operational preferences for terroristic activity.
4. Identify likely personnel targets of terrorists.
5. Identify two reasons for increasing lethality of terroristic activity.

B. PROFILE

(Taken from Russell and Bowman, Profile of a Terrorist, Military 0
Review, August, 1977, p 21-34)

1. Without knowledge as to the type of individual engaged in urban
terrorism and those factors motivating his actions, coping with the problems
of both national and transnational terrorism will become increasingly
difficult. Based upon a compilation and analysis of puLlished data regarding
more than 350 terrorist cadre and leaders from Palestinian, Japanese, German,
Irish, Italian, Turkish, Spanish, Iranian, Argentine, Brazialian, and
Uruguayan groups active from 1966-1976, an attempt has been made to draw a
sociological portrait or profile of the modern urban terrorist.

AGE

In the 18 groups studied, the age for active terrorists cadre versus
leadership was remarkably consistent from group to group. Except for
individuals affiliated with Palestinian, German, and Japanese organizations,
the usual urban terrorist was between 22 and 25.

Only in the above mentionLd groups was there an upward trend in the
cadre age. In Japan, based upon the arrested members of the Japanese Red
Army, average age was approximately 28. For those affiliated with the
Popular Front for the Liberation of Palestine and the Black September
Organization, data on identified and arrested terrorists indicate that most
were in their late 20s. In the case of the Bader-Meinhof organization and
the Berlin-based Movement Two June, data on more than one hundred members
reflected an average age of 31.3.

SEX

Despite minor variations among some of the groups studied, urban .
terrorism remains a predominantly male phenomenon. With few exceptions, the
role of women was confined to intelligence collection, operations as
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couriers, duties as nurses and medical personnel, and in tne maintenance of
"safe houses" for terrorists sought by the police and for storage of weapons,
propaganda, false documentation, funds and other supplies.

There have been numerous well known exceptions to this generalization. - -

Thus, Leila Khalid and Fusako Shigenobu were highly effective leaders in the
Popular Front for the Liberation of Palestine and the Japanese Red Army.
While these and many other women have carried out key leadership roles or
operational roles in varied terrorist groups, most women terrorists continue
to function in a supportive capacity. Significantly, this frequent
relegation of women to a support role is not the product of male chauvinism,
bt, rather, practical experience. In the minds of most terrorist leaders,
and as demonstrated by actual operations, women are simply more effective
than men in such supporting activities. Several women living together (yet
actually operating a "safe house", weapons storage cache, or document
fabrication facility) are infrequently seen by security personnel as
something unusual, whereas a gathering of men in a apartment or house might
well be viewed with substantial suspicion. Similarly, in the terrorist view,
women--by virtue of their sex alone--are more adept at allaying the
suspicions of security personnel. As a result, r.ing as wives or mothers, •
they often can enter areas which would be restricted to men, thereby
obtaining useful intelligence information on government or business
operations and activities.

Although women have functioned in a secondary role in most terrorist
groups, they have occupied a very important position in the West German
Baader-Meinhof organization as well as the Movement Two June. There women
constitute fully one third of the operational personnel. In the West German
context, there appears to be no real terrorist division of labor based on
sex. Many women have been identified in leadership roles and as participants
in robberies, burglaries, kidnappings, bombings, and other operations,
including murder. "4e....

MARITAL STATUS

The unmarried terrorist is still the rule rather than the exception.
Requirements for mobility, flexibility, initiative, security and total
dedication to the revolutionary cause all preclude encumbering family
responsibilities and normally dictate single status for virtually all
operational terrorist cadre. Some of the few married individuals involved in
German terrorist activities severed ties to spouses and children in order to
pursue terrorist methods.

S
Only in the Tupamaros were a significant number (still less than 30%) of

the terrorists cadre in a married status. Of interest in this regard to this
group is the fact that the married status of many Tuparamos posed some
significant problems for that group. In those instances where the wives of
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Tuparamos were arrested and subjected to interrogation, morale consideration
almost compelled the group to seek their release. As a result, in operations
such as the 8 March 1970 attack on the women's prison in Montevideo, where
the effort secured the release of 13 women Tupamaros and was a propaganda and
morale victory for the organization, the cost was high in casualties suffered
by the attack team. Thus, the decision of most terrorist organizations to
use unmarried or separated personnel appears sound from an operational point
of view. 0

RURAL versus URBAN ORIGIN

As pointed out by Carlos Marighela, probably the most widely read, known
and imitated theoretician and practitioner of urban guerrilla warfare, the 0
terrorist must be Tntimately familiar with the terrain in which he operates.

What matters is to know every path a guerrilla can use,
every place he can hide, leaving the enemy at the mercy
of his own ignorance. With his detailed knowledge of the
streets, and all their nooks and crannies, of the rougher •
ground, the sewers, the wooded ground.. .urban guerrillas
can easily elude the police, or surprise them in a trap
or ambush. If he knows the ground well...he can always
escape arrest.

In view of the above, it is not surprising that most urban terrorists
are natives or long time residents of metropolitan areas, particularly the
cities in which they operate.

SOCIAL and ECONOMIC BACKGROUND

In conjunction with their urban origin or longtime residence in
metropolitan areas is the oredominantly middle-class or even upper-class
background of many terrorist cadre and leaders. Of the groups statistically
analyzed, well over two-thirds of these individuals came from the middle or
upper classes in their respective nations or areas. In most cases their
parents were professional people, governmental employees, diplomats,
clergymen, military officers or sometimes even police officials.

Although these parents were part of the existing social and economic
systems, many of them had been frustrated in their efforts to use them as
vehicles for upward social and economic mobility. Liberal in political
outlook, they frequently advocated significant social and political change.
When these parental views were coupled with the radical socioeconomic
doctrines so popular in most university circles in the 1960s, this
combination of forces--in addition to general student distrust of "democratic
institutions" as effective media for implementing social change--may have
moved some young people toward terrorism and guerrilla warfare as methods of
achieving the desired change or obtaining the power to implement such changes.
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Only in the ranks of the Provisional Wing of the Irish Republican Army
is there a real deviation from this norm. To a significant degree, this may
result from the fact that Catholic families in Northern Ireland traditionally
have been relegated, by political means, to the lower economic and social
levels through a process of deliberate discrimination. Accordingly, it is
not surprising to find that many cadre and leadership within the IRA-P are
not drawn from the middle and upper classes. This situation, however, stands
out as almost the sole exception to an otherwise general and consistent
pattern.

EDUCATION or OCCUPATION

The vast majority of those individuals involved in terroristic activ-
ities as cadre or leaders are quite well-educated. In fact, approximately
two-thirds of those identified terrorists are persons with some university
training, university graduates, or postgraduate students. Among the Latin
American terrorist groups, the figure is near 75%. In the Federal Republic
of Germany, the same pattern was evident with approximately 80% of the
identified terrorists involved in the Baader-Meinhof organization and
Movement Two June having received at least some college education

For the Palestinian groups, most leading terrorist cadre are not only
products of a middle class 2nvironment but also university students or
graduates.

Coupled with the generally high educational level of operational cadre
was an equally high level for group leaders. George Habbash, chief of the 5
very active PFLP, is a medical doctor. His counterpart and frequent rival,
Yasir Arafat, is a graduate engineer. Other professions represented include
sociologists, economists, lawyers, and teachers.

Although spanning a rather wide educational spectrum, the formal
training of both terrorist leaders and cadre, in most groups, tended to focus
on the humanities, with particular emphasis on law, history, economics,
education, sociology, philosophy and medicine. In contrast to this general
arts and sciences curriculum, Iranian and Turkish terrorists tended to be
educated in the more exact sciences, particularly the technical fields such
as engineering. As a general exception to the entire educational pattern,
however, is the Provisional Wing of the Irish Republican Army, essentially
for the same reasons set forth in the earlier discussion of social origin.
The Provisional IRA, and the extremist Protestant groups which arose in
reaction to it, are the only terrorist organizations in the world which even
in their leadership have practically no intellectuals.

The dominant occupation among these individuals is now and always has
been that of a student. Often in their early 20s, Tupamaros, Montoneros, ERP
members, and the various followers of Brazilian revolutionary Carlos
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Marighela frequently have conducted terrorist operations almost as a direct
part of their college curricula. Operating from university centers, which by
law and tradition were immune from government search, more than 70% of the 0
arrested identified terrorists in Argentina and Uruguay were students. When
r)lder individuals also were active in these groups, they usually were white
collar workers and professionals. Outside of Latin America the percentage of
student terrorists was somewhat less, although this occupation remained
i,nportant. Of the professionals, the law, economics, and medicine
professions were particularly prevalent among European and Middle Eastern
Lerrorist leaders and cadre. In a like manner to Latin America, universities
in West Berlin, Frankfurt, Heidelberg, and Hamburg in Germany and elsewhere
in Furope have served as operational bases for terrorist efforts.

METHOD-PLACE of RECRUITMENT

Considering the important role played by students and university
graduates (or dropouts) in most terrorist movements, it is not surprising
that many large universities have been and are now primary recruiting grounds
for operational terrorist cadre. Quite often young men and women first
encounter anarchistic and Marxist doctrines on entrance into a university 0

where the prevalence of such concepts is often coupled with a strong Marxist
bias on the part of the professors and administrators. When these develop-
nents are linked with frquent Marxist domination of student federations, it
is not surprising that the university becomes an ideological training ground
for future terrorist cadre.

Only in Northern Ireland and to some extent in the Basque ETA-V, as well
as among certain Palestinian groups, is the pattern broken. In each of these
cases, however, terrorist recruitment often is based on the primary appeal of
nationalism rather than on an anarchistic and Marxist political philosophy.

For those few terrorist groups which include both intellectual and .
criminal elements, the initial recruitment for the latter is often a prison.
A terrorist group would make an initial contact with a potential terrorist
while he is still serving a prison sentence. Facilitating the release of
such an individual or providing assistance to him after release, the
terrorist group is able to assess his potential for terrorist activity. If
useful to the organization, such a person can be recruited without much
difficulty.

POLITICAL PHILOSOPHY

Using the basic definition of terrorism as a tactic used by weak groups •
against larger opposing forces in pursuit of political objectives, one can
discard terrorism as meeting the criteria of a philosophy itself. Three
asic ideological tendencies are at play among most major terrorist groups
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operating today: anarchism, Marxism-Leninism, and nationalism. It is the
combination of these three in specific contexts which produce the variant
left-extremist philosophies espoused by most terrorists today.

Nationalism is rarely an important ingredient in such views. Of the 18
organizations studied, it can only be considered important in the case of -
three: the Basque ETA-V, the Irish Republican Army, and the Popular Front
for the Liberation of Palestine. Even in these groups, however, it is
blended strongly with Marxism.

Although basically Marxist, the majority of terrorist organizations
today reject the passive outlook of orthodox Soviet communism in favor of the
revolutionary violence advocated by Carlos Marighela. In return, the
orthodox Communists normally reject terrorists as "bourgeois gangsters" who
lack a political foundation and have abandoned the tested social and
political Communist Party structure in favor of short sighted and often 0
counterproductive "hooliganism."

Accordingly, it should be no surprise that the terrorists discussed in
this profile related more closely with the Trotskyite Fourth International
than Soviet communism.

Trotsky's theory of 'permanent revolution' emphasizes
in its international aspects, the global nature of the
phenomenon, the necessary links between revolution in
one country with that elsewhere. Ethnic, cultural and
national distinctions will on this thesis be unable to
withstand the revolutionary tide.

Thus, in the final analysis, the philosophical underpinnings of most
modern terrorist groups may be found in a loose synthesis of the views
developed by Mao, Trotsky, Marcuse, Fanon, and particularly Marighela.

PATTERNS OF INTERNATIONAL TERRORISM
(taken from Patterns of International Terrorism: 1982,United States
Department of State, September, 1983)

International terrorism continued as a serious problem in 1982. In
particular, the volatile situation in the Middle East, the instability in
Central America, and the intensifying opposition to US and NATO policies in
Western Europe generated significant terrorist activity.
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International Terrorist Incidents, 1973-82
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In 1982, 794 terrorist incidents were recorded, the second highest
annual total since records began to be kept (1968). Nearly one third of the
total number were threats that for one reason or another were never put into
action. The number of actual recorded terrorist attacks--bombings,
kidnappings, assassinations, hostage takings, and the like--was 8 percent
lower than the previous year. (The largest number of recorded incidents
(338), which occurred in 1978, was disproportionately high because of the
iiolence accompanying the Iranian revolution and the deposal of the Shah.)

Types of Attacks

International terrorists continued to utilize a wide variety of methods
to achieve their goals, but bombings were the most common, accounting for 42%
of the total number of incidents last year. The number of kidnappings
increased over the previous year, while the number of hostage takings, armed
attacks, and assassinations declined. Even so, the pattern of killings
remained a serious problem. At least 140 people were killed last year as a
direct result of international terrorist actions, bringing to more than 3,500
the total number killed since the beginning of 1973.

Types of Victims

Diplomats were the primary target, accounting for 54% of all victims
last year. This was largely because of the continuing practice by certain
states of sponsoring terrorist attacks against official representatives of
adversary countries. Corporate officials--mostly Americans in Latin
America--and military personnel accounted for another 31% of thp victims.
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As in past years US citizens were the primary target of international
terrorists. Of the total number of incidents in 1982 involving individuals,
nearly half were against US nationals. Other countries whose citizens were
often vicitms included Turkey, Israel, France, Yugoslavia, and West Germany.
Less tha,, 2% involved Soviet nationals.

The 954 casualties produced by terrorist incidents during 1932 were
slightly fewer than the 1,009 recorded in 1981, and substantially fewer than
the 1,709 recorded in 1980. The 140 recorded deaths is the lowest figure for
any year since 1973.

Target: USA

While the total number of recorded terrorist attacks worldwide declined
from the previous year, anti-US violence increased in 1982. Excluding
threats and hoaxes--which were more than double the 1981 figure--actual
attacks against Americans numbered roughly as many as the previous high
recorded in 1973. Seven Americans were killed in 1982.

Of 224 recorded attacks against US citizens and property, about half
were bombings in Western Europe. The number of attacks involving US
interests in West Germany alone--primarily US military installations--was
nearly twice the figure of the previous year.

Some reasons for the frequency of attacks on US interests:

1) Many terrorist groups cite "anti-imperialist" motives in
striking at US targets.

2) US targets are numerous, varied, and accessible in most of the
countries where terrorists are active.

3) US policies are usually opposed and often inimical to the goals
and interests of many terrorist groups.

4) US support of the governments that terrorist groups are trying
to destabilize or overthrow automatically puts Americans in the enemy camp.

Regional Patterns

International terrorism has increasingly become a global problem.
Figures for 1982 confirm the trend toward a greater geographic spread: in
1973, 71 countries experienced terrorism; in 1982, 87 countries were S

affected. Notwithstanding this trend, some countries--especially
totalitarian states like the Soviet Union, China, and Cuba--have remained
relatively free of terrorism. Conversely, in the Western democracies
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,rnational terrorism is more widespread. More than one-third of
,rnational terrorist incidents recorded in 1932 occurred in four
)cratic countries: West Germany (15%), Italy (7%), France (7%), and the
'ed States (6%). Not suDrisingly, Western Europe accounted for almost 0
(43%) of the international terrorist incidents recorded. Latin America

1owed with 22%, and the Middle East with 15%.

;err here Figures 2, 3, 4, and 6)

EFFECTIVENESS OF TERRORISM

lo recalling that terrorism is a tactic of the very weak against the
)nq, note the following probabilities of success which are based upon 15
-s of experience with terrorism.

87% of capturing hostages
79% that all members will avoid capture
40% that some demands will be met
3( that all demands will be riet
33% of safe passage if that is the only demand
67% of escape to another country if no original demands are met S

10'% of gaining publicity, if that was one of the original goals

PSYCHOLOGICAL CONSIDERATIONS

Elizabeth Kubler Ross has described 5 stages of emotional digestion
-ri individuals experience as they adjust to the reality of death. These

staqes are also seen in a variety of other stressful settings in which
)le must make adjustments. Be aware that captives in a hostage situation
likely to go through these stages during their captivity.

1) Denial "
2) Anger
3) Bargaining
1) Grieving
5) Acceptance

THE PSYCHOLOGICAL AFTERMATH OF DISASTER
<,n from 'layo Seminars in Psychiatry, Journal of Clinical Psychiatry, Vol

. . ,', July, 192O).

t- ,ao ben esti-imatod, based upon the reactions of individuals caught up
7, tur ! disasters, that 12% to 25% of victims during the impact of a 5

ater will remain "cool and collected", able to maintain their awareness,
r,,13t- a plan of action and carry it through. A more "normal" 75% will be



basically, all attitudinal Likert-type items; the
remainder, not used in the analysis were 'yes-no"
type items and demographics). The matrix consisted
of Kendall's Tau B coefficients of correlation for
all pairwise combinations of these 38 variables.
Many of these were found to be statistically sig-
nificant at or beyond the .05 level, most probably
due to sample size. In general, correlations, even
significant ones were rather small.

From the correlation matrix, a Principal
Components analysis was performed. Using an ad-
mittedly arbitrary minimum acceptable factor
loading rf .50, six factors emerged; of these six,
one factor contained 16 heavily loading variables,
one factor contained five, one contained three,
and the other three factors contained one each. S
Upon inspection of the data, the six factors were
labeled thusly:

Factor I: General orientation towards deployment
(16 variables).

Factor II: Orientation towards racial intervention S
(three variables).

Factor III: Subjective probability of future
armed conflict

(five variables).
Factor IV: Subjective trust of foreigners

(one variable). S
Factor V: Need for personally relevant future

information
(one variable).

Factor VI: Subjective sense of passage of time
(one variable).

Partly due to major time constraints, as
well as because of our inference that further
study of the first two factors would bear the
most fruit, the remainder of our analysis was
confined to that of Factors I & 11. Listings of
the 16 items heavily loading on Factor I, as well S
as the three included in Factor I which make up
Factor II, are presented in Tables 1 & 2 respectively.
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tions, (4) Evaluations of the constabulary role, and
(5) Diffusion of information. Only the fourth cate-
gory, Evaluations of the constabulary role, proved
to change significantly over time as well as to dif-

fer from the control groups. Generally, the Sinai
peacekeepers felt that constabulary work is boring,
and that it is not appropriate for Airborne units.
Additionally, perceptions that peacekeeping
would help a soldier's military career decreased
only in the Sinai sample.

These authors noted that "In general,
change in the control groups was in a proconstab-
ulary direction, while change in the Sinai unit

was more negative", with the implication that severe
morale problems could develop that must be dealt with
in a preventive way. A specific area of potential
intervention was seemingly uncovered by Segal,
et al.'s failure to replicate research by others
(e.g., Burrelli and Segal, 1982; Cockerham and Cohen,
1979). Data from these two studies suggested that
Marines and paratroopers are more positively orien-
ted to combat missions than to social control func-
tions such as quelling riots or restoring law and
order to a disaster area. However, Segal, et al.'s
(1984) paratroopers "seemed not to differentiate
social control from combat". It was reasoned by
the present authors that if the item categories
were to be derived empirically, conceivably cer-
tain unknown factors could be specified which
could serve to support previous data as well as
help elucidate the relationships among the at-
titudinal variables.

Method and Results

At the time of the present analysis, the only
data available were those obtained from the "first
wave", that is, the pre-test scores of the para-
troopers prior to their departure for the Sinai. A
total of 78 completed questionnaires underwent our
analysis. A correlation matrix of all ordinal data
was generated (38 of the 49 available items:
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Introduction

Although historically, the quality of a mil-
itary organization may have been judged at least par-
tially by its combat readiness, increasingly the 0
role of the military as peacekeeper (the so-called
'constabulary" role) has become of great interest
and relevance. Janowitz (1960) defined a constab-
ulary force as one which is "committed to the
minimum use of force, and seeks viable inter-
national relations, rather than victory". 0
Subsequently Fabian (1971) and Moskos(1975) warned
against the use of the major powers and superpowers
as peacekeepers. Moskos affirmed that "soldiers from
neutral middle powers are more likely to subscribe
to the constabulary ethic than soldiers from major
powers". However, although the 1979 Camp David Ac-
cords specified that peacekeepers were to be drawn
"from nations other than those which are permanent
members of the United Nations Security Council",
a satisfactory multinational agreement could not be
reached, and ultimately one battalion from each of
the 82nd and 101st Airborne Divisions were assigned 0
the mission.

Segal, Harris, Rothberg and Marlowe (1984)
questioned whether there might be "a basic in-
compatibility" between the peacekeeper ethic and
the use of elite airborne units who are especially
oriented, compared to most other troops, to combat
and action. In a longitudinal study, they compared
the attitudes and behaviors of the two Sinai bat-
talions with two non-Sinai assigned control groups:
a company remaining at the division garrison (Fort
Bragg) and a company deployed for brief jungle war-
fare training. The survey instrument used was as-
sembled from various sources, e.g., an instrument
developed by Brown and Moskos (1976), items used
by Blatr and Segal (1978), and Moskos (1975), and
others added by research staff. The arbitrarily
categorized items measured attitudes in the areas S
of: (1) Combat orientation, (2) Willingness to
deploy, (3) Orientation toward social control func-
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A Factor-analytic Study of Deployment Attitudes
of the Sinai Peacekeeping Force

CPT Mark L. Paris, PhD
Directorate of Mental Health

U.S. Disciplinary Barracks

Joseph M. Rothberg, PhD
Department of Military Psychiatry

Walter Reed Army Institute of Research

Abstract

Studying paratroopers' attitudes towards the
constabulary mission, such as that of the Sinai
Peacekeeping Force, Segal, et al. (1984) found that

negative attitudinal changes across time were those
related to evaluation of the constabulary role.
Movever, paratroopers "were as willing to deal with
domestic disaster areas, riots and revolutionary
viclence as to deploy for foreign military engage-
ments". The authors inferred from the former find-
ings that the resulting boredom of a constabulary
mission may take a greater toll among "elite"
troops who are more oriented toward combat situ-
ations. Since the general content areas of Segal,
et al.'s instrument were not empirically derived
but were instead, arbitrarily categorized, it was
believed that a factor analysis of the data in

that study could help to elucidate the variables
impacting on the attitudinal findings. A Principal
Components analysis was performed on a correlation
matrix of the attitudinal data. Findings suggest
that race appears to be an important determinant
of attitude towards specific types of deployment;
overall, results suggested that motivation and
morale depend, to some degree, on the extent to
which a soldier can identify with or attach per-
sonal meaning to the mission at hand. Further
implications are discussed.
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4. No press contact

5. Keep in touch; call; visit just to ask, "How are you, what's new?
nything that I can do for you? How is the family?" Do not give the message
You are sick and really need my help".

6. The family is the first line of defense, ahead of the profes-
ional--therefore, it is important that the family be guided, taught,
ipported; in short, totally prepared.
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4. Create a daily rhythm; exercise; eat at regular times, etc..

5. Start exercises. This is probably the most important channel for S
relaxation, aggression, physical fitness. Ask the terrorists: "Can we do
some exercises?"

6. Keep yourself clean.

7. Affiliation--different from identification. Form a relationship 0

with the aggressor. To a degree this is wise. One ex-hostage accurately
reflected a common experience that "in seconds, you are nothing--there is a
complete physical ("lie on the ground") and mental ("do not speak")
degradation.

8. Play simple games (e.g., cards, dominos, not chess or bridge). 0

9. Do not make waves. Contain your aggressiveness. "In the cat and
mouse game, the cat is not interested in the dead mouse." Bend; be overly
passive, show no aggressive behavior. One hostage was asked "Shall I shoot
you?", to which he replied, "If it will help the others." This was not a
brainwashed answer; it was the best type of reply that has the least chance O
of stirring up the terrorist's aggression.

10. Do not try to change the terrorist's ideologies around (do not argue
or confront). Agree with them "You're right, I never thought of it that way."

11. For the family, as well as for the hostage, keep as normal a routine
as possible.

12. Isolation is bad: keeping to oneself to not be noticed is not a
good policy.

13. One man (who knew a great deal about theology) said he was a S
minister and fulfilled his role. A medical student said he was a doctor.
A housewife should try to function as such during captivity.

Aftercare:

BE ACTIVE, BUT DON'T BE PUSHY.
HAVE ONE CENTRAL INFORMATION NUMBER.

1. Receive in American surroundings (can be overseas).

2. Receive cosmetic care--hostages have been dehumanized; rectify this.

3. Complete a physical exam and give appropriate treatment.

1
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Former hostages do not need the intrusiveness into their lives that t
press brings. Hostages, together with their families, are attempting to work
through enormous problems, both individually and together. Ex-hostages -

and/or family members may say things that were said emotionally, impulsively,
and as a result of complex intrapsychic turmoil--things which would have
later repercussions. As an example, a man stated to the press as he was
being released that his captors (the Moluccans) "were really not such bad
young men." To this, his very wise wife said to him, "Keep quiet, you've
said enough. Now let's go home".

13. Finally, it is important to respond to victims of terror by
continually reassuring them that their behavior during captivity is fully
acceptable. As long as they are alive, they did the right thing. They did
nothing wrong, and they need to be welcomed back as one would with a loved
one who has recovered from a frightening and painful disease.

PROPHYLAXIS

Before:

1. Know what to expect if captured; step-by-step, know what to
anticipate, including individual reactions.

2. Spend some time to imagine, based upon known facts, what it is like
in such a situation.

3. Anticipate what kind of emotions you will experience, especially
anxiety.

4. Avail yourself of stress innoculation programs.

5. Become familiar with group dynamics, so as to better appreciate what .
occurs within you and between others as a member of a group.

6. Become educated in all aspects of terrorism, i.e., be knowledgeable
of such topics as "identifying with the aggressor," etc.

7. Train leaders within groups on what to expect and how to react to S

terrorist incidents.

During:

1. Meet with families (immunize them against the press). S

2. Work with the families.

3. Maintain orientation.
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4. To reduce the feelings of being subjected to the dominant behavior
of the terrorist, the counselor is encouraged to identify himself to the
victim's satisfaction, to ask for permission to to even sit down in the
victim's presence, to smoke, etc.

It is important to remember that the sudden release of the victim
reproduces an acute phase of crying, clinging, submissive behavior. The --

victim is still in the grips of traumatic infantilism. The above methods of
nuturing and restoring power are crucial in helping the patient recover from
this traumatic experience. It is important that the victims be allowed to
clean up before being restored to familiar surroundings. Debriefing should
be delayed. Victims should have privacy without isolation.

5. After five days keep in regular touch. Appropriate questions would
run in the following vein: "Hello, how are you? What's new? Is there
anything that I can do for you?" These all show concern and interest but
avoid being pushy; do not give the message: "You are sick and really need my
help."

6. Be very aware of what Hoppe has called the "master-slave" situation
which may develop between the therapist and patient as a continuation of his
relationship with the captors during captivity.

7. The "pat on the shoulder, get back to normal as soon as possible"
attitude is the wrong approach.

8. The mental health worker should know as much as possible about the S
person prior to being taken hostage: his personal history, his family
history, his adjustments or lack thereof, etc.

9. Help the hostage to slowly loosen the group ties. There is a group " -
cohesion even if the groups have been broken up by the terrorists.-These
group ties should be eased out of and not broken off precipitously. *0

10. Assure sleep. Do not give REM inhibitors. Much preferred are
anti-depressant and anxiolytics (i.e., anxiety reducing drugs). For example,
Tofranil PM about one hour before bedtime but not during the day time hours
is a good choice.

11. In the event of severe nightmares, awaken the person fully, then
give a barbiturate drug or valium.

12. The hostages should not be exposed to the press. There is a
tendency to say things that can later be very problematic or difficult to
deny. There should be a siogle spokesman, an official spokesman who is
counseled by the mental health team, or better yet, one representative of the
treatment team could serve as a spokeman. The importance of this last
guideline cannot be overemphasized.

_7
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demands. The captor expresses the threat of extreme violence to the vict"
primarily to the third party if their demands are not met. This creates the
illusion to the victim that the terrorist captor would not harm hi if te - -

third party gave into their demands. This use of the victim as leverage lays 0
the grounds for intense pathological transference. This transference is both
accelerated and heightened when the hostage has already been psychologically
traumatized by terror. These two components, traumatic psychological
infantilism and pathological transference, form the crucial elements in the
Stockholm Syndrome.

During the seige, while the victim is still being held hostage, it is
important not to disturb the development of the pathological transference.
It must be left alone. Disturbance of the pathological transference while
the victim is held hostage would only activate the terror in the victim and
may produce hopelessness that may result in panic terror behavior in the
victim. The victim might then act desperately, such as running out, even
into death. The negotiator must try to reinforce the pseudo-helping efforts
of the terrorist to the victim. Rescuers must make no plans of utilizing in
any way the victim's cooperation in escape plans. They must remember that to
a victim of terror, "an open door is not perceived as an open door."

The suffering of the victim is the leverage used for negotiations with a
third party. Hostages, in their psychologically traumatized state, never
view negotiations for their release as benevolent. The victim would gladly
give all for his release. He interprets and experiences any negotiation as
endangering him. He then perceives negotiations, especially if protracted,
as indifference, hostility, rejection, non-loving and life threatening by the
very people who are negotiating for his release. This reinforces the
pathological transference already developed by the prolonged exposure to the
terrorist.

PSYCHOLOGICAL CARE OF VICTIMS

1. Provide early restoration of power to the victim by asking
permission to interview them, e.g., "Is this a good time to talk with you?"
or "Do you mind if I ask you some questions?" Be active, but don't be
pushy. Do not adopt the usual waiting stance familiar to psychotherapy. Be
available, but do not force yourself upon the hostage or the family.

2. Reduce the victim's feelings of isolation by nuturing behavior, thus
diminishing the experience of hostile environment to which the victim was . .

subjected.

3. Diminish the helpless, hopeless feelings of the victim by having him
make input into determination of his present or future behavior in terms of
space arid time.
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This traumatic infantilism compels the victim to cling to the v.
person who is endangering their life. It accounts for the obedient, placid,
compliant, and submissive behavior seen in victims.

Pathological Transference.

If the atmosphere of terror still persists and the psychologically
traumatized victim perceives that the terrorist, who has power of life and
death over him, is letting him live, profound and persistent attitudinal and S

behavioral changes occur. The victim now perceives the criminal as the "good
guy." This phenomena is called "pathological transference." Symonds noted
this reaction repeatedly in men, women, and children under the conditions of
perceived extreme threat to life.

e.g., A dectective undercover agent making a buy of narcotics S
was held captive for 3 and a half hours while the criminal
gang deliberated whether to "waste him" or not. However,
the leader of the yage said, "no." Finally the dectective's
back-up team was able to locate him and rescue him. Symonds
interviewed this detective two months later. The detective
kept relating what a good guy the leader was. For two hours S

he repeatedly stated, "He could have killed me and he didn't."
His superiors who were present kept yelling at the detective--
expletives deleted--what a mean bastard that crook was, but
this undercover agent persisted in defending the criminal.

In another situation, an off-duty policeman was held captive when he
walked in and interrupted a robbery. When the criminals found out that he
was a policeman, the two gunmen decided to kill him. They placed a bag over
his head and made him kneel on his knees. He later said, "Silly as it may
seem I was glad it was going to be in the head because I thought it would be
quick." He heard the robbers discussing him, and then they left. He wasn't
shot. Two of the robbers were caught months later. Jerry, the policeman,
was involved in their capture. The captured robber said to him, "You owe me
something. I saved your life." The detective visited the man many times. A
close relationship developed, and the policeman said to him, "If you need me,
I'm there for you because you were there for me at that time."

Pathological transference only occurs when someone threatens your life, _
deliberates, and does not kill you. The victim no longer experiences the
threat, but the feeling he has been given life by the criminal. Pathological
transference does not occur or instantly evaporate when the person is shot at. .- *.

Pathological transference is a consistent finding in individuals held
hostage by criminal terrorists. Hostage victims are essentially instrumental
victims. They are used and exploited by their captors to exert leverage on a
third party (the family, police, or the government) to accede to their
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him afterwards. Upon release other hostages puzzled over their feelin
reflected: "Why don't we hate the robbers?" These "original" victims in the
Stockholm incident still visit their abductors, and one former hostage is
engaged to Olofsson.

Similar affections with or without sexual relationships have been --

described in kidnappings and seiges. In some incidents, former hostages have
also visited their former captors in jail, and in other instances they have
set up defense funds for their captors.

With respect to how long it takes for a hostage to experience the
effects of the Stockholm Syndrome, while the positive bonds do not form
immediately, they nevertheless seem well established by the third day.

Factors which seem to promote the Stockholm Syndrome are the intensity
of the experience, the duration (but after three or four days, duration has
little meaning), the dependence of the hostage on the captor for survival,
and the psychological distance of the hostage from the government.

The Stockholm Syndrome has considerable significance for all concerned.
Police negotiators cannot confide in the hostages if an assault is planned; a
warning cannot be delivered in advance. Additionally, the prosecution has
lost its star witness, and the terrorist cause may be promoted. Trust
between the government and the public at large is strained if not
undermined. But on the other hand, life is spared. This positive bond
protects both hostage and hostage-taker. Insofar as life is spared, all
parties come out ahead. "

Traumatic Psychological Infantilism.
In terrorized individuals the sudden threat to life causes an acute

dissociative response. There is a paralysis of affect with narrow
constriction of cognitive and motor functions to serve purely one function--
namely, survival. In their frozen fright, the victim narrowly focuses all
energy on survival, exclusively concentrating on the terrorist. This
reaction is enhanced by the criminal terrorist's intent to totally dominate
the victim. He creates a hostile environment and thwarts any effort that
would reduce this domination. The victim then feels isolated from others,
powerless, and helpless.

The triad of being in a hostile environment, feeling isolated, and
feeling helpless produces a profound reaction which Karen Horney called
"basic anxiety." Under conditions of terror, this causes the adult to lose
the use of recently learned experience and to respond with the early adaptive
behavior of childhood for survival. Symonds calls this response in victims S

"Traumatic Psychological Infantilism."
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It is important to note that while these variables mitigate t-
psychological response to disasters and traumas, that extreme degrees of
stress will produce symptoms of psychological disability in all who are
exposed to them.

THE STOCKHOLM SYNDROME

The positive feelings of the captives toward their cap-
tors that are accompanied by negative feelings toward
the police. These feelings are frequently reciprocated
by the captors. To achieve a successful resolution of a
hostage situation, law enforcement must encourage and
tolerate the first two phases so as to induce the third
and thus preserve the lives of all participants.

At 10:15 a.m., on Thursday, August 23, 1973, the quiet early routine of
the Sveriges Kreditbank in Stockholm, Sweden, was destroyed by the chatter of
a submachine gun. As the clouds of plaster and glass settled around the
sixty stunned occupants, a heavily armed, lone gunman called out in English
"The party has just begun."

The "party" was to continue for 131 hours, permanently affecting the
lives of four young hostages and giving birth to a psychological phenomenon
subsequently called the Stockholm Syndrome.

During the 131 hours from 10:15 a.m. on 23 August until 9:00 on 28
August, four employees of the Sveriges Kreditbank were held hostage. They
were: Elisabeth Oldgren, age 21, then an employee of 14 months working as a
cashier in foreign exchange, now a nurse; Kristin Ehnmark, age 23, then a
bank stenographer in the loan department, today a social worker; Brigitta
Lundblad, age 31, an employee of the bank; and Sven Safstrom, age 25, a new 0

employee, today employed by the National government. They were held by a 32
year old thief, burglar, and prison escapee named Jan-Erik Olsson. Their
jail was an 11 x 47 foot carpeted bank vault which they came to share with
another criminal and former cellmate of Olsson, Clark Olofsson, age 26. . -

Olofsson joined the group only after Olsson demanded his release from .-

Norrkoping Penitentiary. S

This particular hostage situation gained long-lasting notoriety
primarily because the electronic media exploited the fears of the victims as
well as the sequence of events. Contrary to what had been expected, it was
found that the victims feared the police more than they feared the robbers.
In a telephone call to Prime Minister Olaf Palme, one of the hostages 0
expressed these typical feelings of the group when she said, "The robbers are
protecting us from the police." One of the young women had intimate
relations with the the robber, Olsson, in the vault and lasting affection for *.
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STRESS RESPONS

General Adaption Syndrome. Selye defined this general pattern of the human S

organism's stress response.

State I is Alarm. At first the body's resistence is lowered (shock
phase) and then resistance is raised as physiological defenses are mobilized
(countershock phase).

State II is Resistance, during which maximum adaptation occurs. The
pounding heart and nervous excitability of the alarm stage will have dimin-
ished, but the adrenal glands are enlarged, and the body is prepared to
function with major organ systems at peak output. Should the state of stress
persist until reserves are depleted, a final stage will be entered.

0
State III is Exhaustion. In this stage the individual will fall into a

sleep which will be protracted if the environment allows such.

PSYCHOLOGICAL DETERMINANTS OF SUSCEPTIBILITY TO STRESS

How people react to overwhelming stress depends upon several variables:

1) The meaning of the traumatic experience. For a particular
person, the meaning of the disaster will assist in shaping a response to the
event. Frequently, the problem is the very lack of meaning, the indiscrimi-
nate nature of the tragedy, which leaves the victim without a sense of
purpose to events and devoid of his former illusion of invulnerability and
control. The need to attach meaning to the disaster may also be seen as a
wishful attempt to give orderliness, a sense of control, and purpose to the
disaster. Having some identified meaning to the traumatic event also allows
the victim to assign blame and guilt. The ultimate anxiety occurs when this
maximal mobilization of coping mechanisms fails to yield a logical meaning
and understanding of events.

2) The nature of a person's relationships with others is also a key
element. If relationships are stable and strong, they are resources for
reorganization. Stress is a very isolating experience. In addition,
helplessness, dependency, and survivor guilt, which may follow the trauma, 5
can contribute to low self-esteem. A realistic sense of self is always
strongly supported by close human interaction.

3) A past reserve of emotional experiences is important. Past
emotional experiences determine the strength of one's stimulus barriers, how
one handles the enforced state of dependency and helplessness, and whether or
not one allows the traumatic event later to become a projective screen for
all past neurotic conflicts or whether one mobilizes more mature secondary
defenses to cope.
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temporarily stunned and bewildered during the disaster. In some of the-
long after the disaster phases are over, this bewildered state persists as
apathy, aimlessness, underactivity, and depression--all early signs of long
term effects. Tryhurst estimates that, during the disaster, approximately -
10% will display inappropriate responses to the trauma, including confusion,
paralyzing anxiety, and hysterical screaming.

PSYCHOLOGICAL RESPONSES OF HOSTAGES

Ochberg describes a four clusters of negative psychiatric sequelae which
correlate with post-traumatic reactions. These often continue as delayed
effects to the hostages period of captivity.

1) Anxiety responses. These tend to be seen soon after the event,
although they may be triggered by anniversaries and incidents which stir
memories long afterward. Nightmares, nightsweats, startle reactions to loud
noises, inability to concentrate, and other symptoms of uncontrolled anxiety
are not uncommon. The degree of emotionality may lead to self-medication,
drug abuse, alcohol abuse, and dietary changes detrimental to health.
Symptomatic treatment is indicated and is important. In addition, the
clinician should consider earlier trauma which may have been awakened by the 6
latest episode.

2) Physical and psychophysiological complaints. Exactly how
physical ailment is connected to psychological stress is still debated. It
should be remembered that there is a great deal of physical stress in the - -

captivity situation as well. There may be head injury, dehydration,
contaminated food, frostbite, and a host of other stressors. Thorough
medical examination and re-examination is indicated.

3) Depression. In concentration camp literature, anhedonia is
often mentioned, a pervading joylessness which lasts decades and seems
impervious to therapy, to reunion with loved o')es, and to successes in any
sphere in life There is a hint that depression deepens as the memories and
positive feelings associated with the dramatic event fade. This is a loss
like any other, and reactive depressions often follow losses, particularly
when one has felt ambivalent about the person or object which is lost, and
normal grief is inhibited.

4) Paranoid pattern of thought. Negative feelings are projected
and victims feel watched, threatened, and persecuted. There may be a grain
of truth in these feelings. The ex-hostage is suddenly a public figure, and
his story is known by strangers. If he speaks ill of his captor, he may feel
reprisal on very rational grounds. But for some victims, and family members
as well, the fear is out of proportion to reality and takes on the
characteristics of a delusion--a fixed, false belief.
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In view of the fact that demographic
data on the troops had been collected, and that
the attitudinal data had suggested a "racial
intervention orientation" factor, it was decided
to analyze the data by race to determine the ex-
tent, if any, of Black-White differences. All 16
of the Factor I variables (General orientation
towards deployment) were analyzed, using the Mann-
Whitney U statistic. Over 40% of the comparisons
of Black vs. White troop attitudes were found to
dzffer from each other to a statistically sig-
nificant degree (see Table 3). The findings

are summarized below (the lower the mean attitude
score, the more favorable the attitude towards
deployment:

(1) On invasion of the U.S. by a foreign enemy,
white troops showed a significantly higher tend-
ency towards deployment, p=.O000.
(2) On invasion of a U.S. ally in Western Europe,
white troops showed a significantly higher tend-
ency towards deployment, p=.0331.
(3) On rescuing American civilians who are in
danger in an overseas country, white troops
showed a significantly higher tendency towards
deployment, p=.0033.
(4) On an overseas war which the American
people wholeheartedly support, white troops
showed a significantly higher tendency towards
deployment, p=.007.
(5) On restoring law and order in a disaster area,
white troops showed a significantly higher tend-
ency towards deployment, p=.002 4 .
(6) On stopping the violence of whites opposing
efforts to integrate public institutions, black
troops showed a significantly higher tendency
towards deployment, p=.045 (one-tailed)
(7)On stopping the violence of Blacks threatening
private property, white troops showed a significant-
ly higher tendency towards deployment, p=.0252.
(8) On attacking a band of revolutionaries, white
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troops showed a significantly higher tendency
towards deployment, p=.0229.

An abbreviated correlation matrix of factor-relevant

items is presented in Table 4. 0

Discussion

Segal, et al. (1984), in assembling their
assessment instrument, had, on the basis of
previous research, chosen certain items dealing 0
with various hypothetical deployment scenarios,
ones which seemed to logically group along
the dimension, "foreign vs. domestic deployment
situations". Theoretically, it would seem that
factors corresponding to the two groups would
have emerged. It is thus noteworthy that one U
factor was found which embodied 16 of both do-
mestic and foreign deployment situations.
Although these variables load fairly highly
on the factor, inspection of the correlation
matrix in Table 4 showed that few, if any of the
individual "domestic" variables correlate at U
all with any of the "foreign" ones. For prac-
ticality's sake, we have offered a label,
"General orientation towards deployment", with,
the suggestion that some other causal factor
exerts its influence among both "domestic"-
and "foreign" measures of deployment orientation. -

Although two measures of orientation to
deployment in racially-oriented situations are
included among those loading heavily on the first
factor, they,plus one other, taken together,
constitute a factor of their own, and it was this
outcome, together with the lack of attention paid
by Segal, et al. to the demographic data in
their analysis, that encouraged us to seek out
any potential differences between the races on
the various attitudinal measures.

The subsequent analysis resulted in a com-

parison, between black and white respondents, of
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the 17 general deployment orientation variables.
A word of caution might be noted: there was a dis-
proportionate number of whites compared to blacks
in the sample; while this might have been con-
sidered a biasing factor, it may be noted that
over half of the comparisons showed no significant
differences between races.

In general, within the specific subset of
subjects which we were looking at (pre-deployment
Sinai subjects), orientation across races towards
deployment is generally positive; troops in general S
are more likely than not to volunteer, or feel
positively about the mission when ordered to go.
However, as noted above, in approximately 40%
of the white-black comparisons, there were racial

a differences noted in the mean ranked attitude
scores. Although there was an overriding tendency
to be positively oriented across races, it was
revealed that white troops felt significantly
more positive towards deployment for the pur-
poses of invasion of the U.S. by a foreignj enemy, invasion of a Western European ally,

rescuing American civilians in danger overseas,
involvement in a war that is popular at home,
restoring law and order during a disaster, stop-
ping the violence of blacks threatening private
property, and attacking a band of revolutionaries.
In one instance, that of stopping the violence of
whites opposing efforts to integrate public in-
stitutions, blacks showed a significantly more
positive orientation towards deployment than did
white troops. Equally noteworthy, however, are
non-significant differences: blacks and whites
showed equal positive orientation towards putting
down race conflicts in which blacks and whites
are fighting each other, dealing with campus
riots and strikes, fighting a war unpopular at
home, protecting foreign installations, fight-
in a foreign country's civil war, fighting in
the Middle East, or in the Far East.

The fact that there do seem to be some
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racial differences among deployment motivations and
attitudes really suggests that other variables
which are highly correlated demographic variables,
sus as SES, education, time in service, and train-
ing may all play a role additively in determining S
motivation and orientation towards specific types
of deployment. Additionally, the fact that blacks
and whites seem to differ in motivation in the
area of civil disturbances, relative to the racial
population involved in the disturbance, suggests
that personal (political) philosophy may be central S
in accounting for motivation in deployment sit-
uations. This would imply that to the extent that
troops can be made aware of the importance or
relevance to themselves of the action to be
taken, they will be that much more motivated to
involve themselves in it. Without such education or S
information dispersal, troops are more or less
left to their own devices in making inferences
about the meaning of or reason for their role;
thus groups will differ in motivation, or
even lose motivation across groups if little in-
formation is available, or if little "sense" 5
can be made of the action by the total deploy-
ment force.

Segal, et al. (1984) made reference to the po-
tential importance of preparing troops for what
could prove to be a boring time for the more combat- S
oriented. The obvious implication is that if an "in-
oculation" procedure of sorts, which would pre-
pare troops for the experience of constabulary duty,
could be designed and implemented, it could concei-
vably have even greater uitlity if efforts were to
be made to emphasize to the troops the long-term S
effects of their efforts, as they related to each
soldier as an American, Black or White person,
man or woman, or along whatever specific dimensions
are found to be relevant to the issue. Seemingly,
the greater the soldier's sense that "there's
someth*ng in this for me", the greater the moti- _
vation to enter on and succeed in the mission.
In the interest of designing such an "inoculation"
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procedure, further analyses could be done in the
way of comparing deployment attitudes relative
to such variables as age, marital status, education,
and even various, and as yet to be specified,
personality variables measurable from standard-
ized assessment instruments. These are surely
fertile areas for future research.
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Table I
16 Items Loading Heavily on Factor I

Item Factor loading
Invasion of U.S. 0.62246
Invasion of Western European ally 0.67481
Fighting in the Far East 0.73912
Fighting in the Mid East 0.58106
Fighting in a foreign civil war 0.64926
Rescuing endangered Americans overseas 0.63907
Protecting fureign installations 0.69437
Fighting a war popular at home 0.63455
Fijhting a war unpopular at home 0.53092
Dealing with riots on campus 0.56550
Restoring law and order during disaster 0.56582
Dealing with strikes 0.56508
Attacking a band of revolutionaries 0.62877
Blacks threatening property 0.57012
Whites opposing forced integration (0.47532)*
White-Black racial conflicts 0.58235
Protecting public institutions 0.58949

Table 2
3 Items Loading Heavily on Factor II

Blacks threatening property 0.57878
Whites opposing forced integration 0.51552
White-Black racial conflicts 0.60445

*Did not meet our criterion; included for pur-
poses of interest only.
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Table 3
Mean Attitude Scores by Race

on He'avily Factor-loaded Variables
(lower score=nore positive orientation)

Variable Blacks Whites
Invasion of U.S.* 1.92 1.22
Invasion of western ally * 1.88 1.62
Fight in the Far East 1.76 1.88
Fight in the Mid East 1.80 1.78
Fight in a foreign civil war 2.04 2.06
Rescue Americans overseas-,' 1.80 1.31
Protect foreign installations 1.68 1.66
Fight a popular war * 2.04 1.53
Fight an unpopular war 1.88 1.99
Dealing with campus riots 2.16 1.84
Restoring law and order:disaster* 1.80 1.27 -
Dealing with strikes 2.12 1.87
Attacking revolutionaries * 1.71 1.48
Blacks threatening property * 1.92 1.56
Whites opposing integration * 1.58 1.89
White-Black racial conflict 1.72 1.65 -.

Protecting public institutions 1.92 1.81

• Significant below the .05 level of significance, 0

two-tai led.
• Significant below the .05 level of significance,
one-tailed.
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Table 4
Abbreviated Kendall Tau B Correlation Matrix

of Factor-relevant Items

Variable. 1 2 3 4 5 6 7 8 9
1 5105.38 .78 .67 t r7 ".37
2 .80 .59 .55 .50 .62 .;2 .49
3 .65 .65 .48 .70 .62 .53
4 .49 .42 .53 .41 .23
5 .42 .53 .60 .57
6 .45 .55 .36
7 .64 .48
8 .57

10 .28 .16 .29 .08 .24 .16 .27 .11 .26
11 .33 .24 .27 .25 .13 .35 .25 .21 .10
12 .14 .14 .26 .16 .17 .24 .30 .09 .25
13 .51 .33 .27 .21 .18 .36 .31 .27 .13
14 .32 .18 .19 .05 .15 .22 .11 .07 .07
15 .11 .13 .16 .00 .21 .12 .15 .o8 .12
16 .31 .13 .18 .05 .16 .23 .14 .06 .08
17 .23 .19 .26 .20 .25 .28 .38 .14 .19

10 11 12 13 14 15 16 17

11 .45 .47 .42 .26 .36 .38
12 .37 .51 .41 .53 .37
13 .63 .40 .61 A41
14 .71 .75 .50
15 .68 .34
16 .48

Note: correlations of .20 or greater are significant
at or beyond the .05 level.



Table 4 (con't)

Variable number Variable
1 Invasion of U.S. 0
2 Invasion of western ally
3 Fight In the Far East
4 Fight in the Mid East
5 Foreign civil war
6 Rescue Americans OCONUS
7 Foreign installations S

8 Fight a popular war
9 Fight unpopular war
10 Deal with campus riots
11 Deal with a disaster
12 Deal with strikes
13 Attack revolutionaries
14 Blacks threaten property
15 Whites opposing busing
16 White-Black conflict
17 Protect public buildings
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a:ning and program compliance. The role of personality variables

cardiac rehabilitation programs for post-myocardial infarction (MI)

tents has only recently been investigated. The issue of MI is

mplicated by speci:c personal it. factors! that is, Type A charac- S

,r'stics, which influence the development and clinical manifestations
this pathological process.

"the TYpe A indivdual has been characterized by extremes in
impetit;veness, time urgency, achieverent striving, and aggress ve-

'SS. ConUe-sely, Tye B individuals are those who manifest rela- 0
9e'; Lew o-F these qualities. The Type A pattern has been dem-.on-

-ated to be an jndeoendent risk Lactor :r the development of cardio-

s.cular disease. One route of pathologic rnanifestat;on of cardio-

,scu'ar d sease for the Type A has been proposed to :e in the strong
tc;rnshn :tnetween cardiovascular reactviv and exposure to a

tretv of rea i life st'ess-.s. This heightened phvsioloQical reac- S

.ias neen suggested to play a major role in ,he deve omenta;
csrss o. cardipt asc,' ar_ :athol OQY t,'a "over stress ng" the cardio-
Lar system.

_ ence suggests that circulating catecho'am:nes nay C' "er. 'or ,,_..
;,e Hs anc B's anc may uncer' is the dee.&oprnent of ca ,diovascula. 5
ths_ v;a the sympathetic adrena meduliary system. 7ne

itecholam!nes, epine,hrine and norepnephr'ne, have been directly
caed !n the genesis of cardiovascular pathology .e.g, en do -

eaial iesions)' and indirectly via the atheroscierot'c process. It -
ows, "that any agent which increases c;rculat cate.hoiaines

'y be a potential pathogen for cardiovascular function." 0

Because ype A's and B's differ along a variety of measures of
rce:ved performance one might expect them to differentially react to

'siral exercise based on perceptions of effort. During the 1950's,

nne- Borq examined ndiosyncrat~c differences in perception of work -

.tensity during exerc'se, subsequently developing a theory of how

.f <),duals evaluate exercise intensty.0 This theory has been opera-
7.1.'!.. translated into a self-report measure to quantify perceived
j. - oc phyria eXertion - the BorQ scale. The Borg Rate
.ca 1,ed Exertion (RPE, scale has oeen utilized primarily to e c:t .i-.'i-.".."
- o.c perceptions during exerc ie, and compares a person.'s
rce',,ed 'evel of exercise intensity with his/her actual level of S

cn;::al mobilization (e.g., via heart rate).

There has been i;tte examination of the role of catecholamine
ti,,ity with the Tyre 4 durino an ae-obic e'xercise. .arkenhauser "" ..
asured urinary catecholamine metaol :tes (,an imandel ic acid.
ring an intermittent aerobic imorkout and found that subject's S
rce ed e'ertion ratings cpr'reiated oositivey ,, ith urinary cate- -
oam:n-e metabo'ite 'eve's. ", A problem wi th such indirect catecnol-
mre assays is that the measurement may reflect general levels o"

'activity prior to the actual testing protocol. Since peripheral
;neohrine and norep:nephrine levels are transient in existence and
,cretory rates may vary greatly from moment to moment, measurement of
asma catecholamine levels at predetermined time intervals during a

yen stressful event would provide a more accurate assessment of .
ochemical reactivity.
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The present study was undertaken to determine if a relationship
exists between cardiovascular and catecholamine reactivity for the
Type A and Type B subject during a physically stressing ergometer 6
task.

Sub~iects-

Eighteen undergraduate white males voluntarily paricipated in
4this research. All subjects were informed with regard to experimental
procedures and risks, and gave their written informed consent to
participate. All procedures were designed in accordance with the
ethical guidelines of the American Psychological Association and were
approved by The Committee on the Conduct of Human Research, Virginia

Common-wealth University. Each individual was in good health and
denied any personal or familial medical history of substance abuse,
cardiovascular disease, high blood pressure, or pulmonary disease.
The mean physical characteristics of the subjects are presented in
Table 1. These subjects were selected from a student volunteer group
or the Irss of their scores on the Jenkins Activity Survey - Student

e , : c. Suojects were chosen, based on pilot data and research
cutting scores, so that nine scored as Type A and nine scored as Type

0 rncadur e

The experiment consisted of three sessions. During the first
session an assessment of each individual's level of physical fitness
,00max assay) was completed. The 00V max procedure controlled for
di4Terences in levels of physical fitness which could confound the two
subsequent experimental sessions. The protocol for the VO max
procedure followed standardized procedures.8 Briefly, eacS subject
exercised on a ju~nton electromechanically braked cycle ergometer,
w' 4l the pedalling frequency maintained at 60rpm by an audiovisual
metronome. "he ergometer workload was increased stepwise by approx- -

imate!' seventeen watts (one hundred kilograms per minute) until the - -

suoJects experienced biochemical fatigue and could not continue. The
e-atolic data was collected by open circuit spirometry methods,
utlizlng a Collins Triple-J valve connected by tubing to a Parkinson-
.-owan cry gas meter and a Beckman LB-2 CO 2and OM-I1 0, gas analyzers.
The gas analyzers were calibrated with commercially prepared gas
mi xtures and verified by gas chromatography. A VO2max value (ml 0?./kg
body welght/minute) was determined from the highest oxygen consumption -
'a.. e -ecorded during the stress test.

The second and third "experimental" sessions were scheduled at
the same time of day exactly one week apart. The physical stressor
employed in these two sessions was based on the subject's '40 max
'evel. In order to stress all subjects equivalently, subjecls were
requ''ed to exercise for nine minutes at sixty percent of their VO max -
eve'. In this manner, variations in level of fitness between2

subjects were controlled. Normal levels of room light, humidity (less
than 60%) and temperature (22°C + I C) were held constant for all
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ubjects. Precise measures of ambient temperature, barometric pres-
jre, and humidity were recorded for use in determining VOmax levels.
ie protocol for both test days was as follows: after the subject
ntered the laboratory his body weight was recorded and EKG electrodes -
ere attached in a modified CM-5 configuration. The subject was asked
o rest in an adjacent room for fifteen minutes. After this interval
21x3/4-gauge indwell ing butterfly needle was inserted into the left
rm antecubital vein. The baseline blood sample was drawn after a
hirty minute rest period. Three additional blood samples were drawn "
uring the first, fifth, and thL ninth minute of exercise. The seven 0

'11:liter venous samples were obtained from free flowing blood with
he subject in a sitting position. After each sample was collected,
he needle and tubing were flushed with a 1:1000 dilute sodium heparin
oution. A heparin lock thus maintained catheter patency between
amplings. The collected blood was immediately transferred into
,."ed vacutainers containinq EDTA and centrifuged at 3500rpm 4or 0
ifteen minutes. All plasma samples were then stored at minus
events degrees Celcius until catecholamine analyses were performed.
lasma epinephrine and norepinephrine assays were completed via high
er 4 mance Tiqu:d chromatography coupled with electrochemical detec-
:on.

At the end of the first minute of exercise and every two minutes
hereafter the subject was asked to look at the Borg scale and rate
;S eve- of perceived exertion. Specifically, the Borg RPE Sca'e s
bipolar linear scale composed of wvhol e numbers £rom 6 to 20. Every

dd number has an attaciec referant expression ranging from "very, .-

ery light" at 7 to "very, very hard" at 19. The numbers ar, esti- 0
ates, by a dividend of ten, of the subject's heart rate.

During this perceptual ackno.ledgment of effort, measures of
eart rate were recorded cont;nuously and systolic and diastolic blood
ressure were recoroed every minute. Heart rate was obtained from the
M5 bpolar electrocardiogram. Systolic and diastolic blood pressure
ere recorded on a Narco physiograph DMP/4A with the aid of a Narco-
osystems preprogrammed electrosphygmomanometer.

Results .

Comparison of Type A and Type B subjects on morphological charac- S
eristics utilizing one-way analyses of variance (ANOVA) procedures
howed no significant di4ferences between these groups for any anthro-
ometric measurement (see Table 1). Of particular note is that both
ype A's and Type B's evidenced statistical and clinical concordance
n levels of physical fitness (VO 2max assay).

Analysis of the cardiovascular variables of neart rate, and
ystoiic and diastolic blood pressure, from minutes 0, 1, 4, 6, and 9,
ere subjected to an analysis of variance with repeated measures
rocedure. Similarly, the catecholamine variables were analyzed by a
imilar ANOVA differing only in minute of measure; i.e., minutes 0, 1,
and 9.

Cardiovascular and catacholamine differences between Types were
emonstrated during the exercise stressor with Type B's demonstrating
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Table 1

MQrb2&loal Comparisons between Lz a .nd Lat B Subject0s

Type As Type Bs

IT X=175.0 cm (68.9 in) X=182.4 cm (71.6 in)
sd=11.4 cm (4.5 in) sd= 9.1 cm (3.6 in)

IT X=67.7 kg (149.1 Ibs) R=70.0 kg (154.2 Ibs
sd=6.9 kg (15.2 Ibs) sd=7.3 kg (16.0 !bs)

x=21.0 yrs )=19.8 yrs

x X=48.2 ml/kQ/min .X,=47.0 ml/kg/min
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significantly greater heart rate, epinephrine, and norepinephrine
increases than did their Type A counterparts (see Figures I and II).

Absolute scores on the Borg Scale were compared by a repeated 0
measure ANOVA. All subjects rated their perception of physical
exertion as increasing across the exercise session, with each report
being significantly greater than the last. The interaction between
Type A's and B's for perceived exertion over periods of measure was
significant. Figure III shows the increase in perceived exertion over
time was greater for the Type B group than thier Type A counterparts.
Clearly, this difference between groups is only meaningful beyond the
first few minutes of exercise.

None of the cardiovascular and catecholamine variables examined
in this study showed statistical differences across experimental weeks
indicatinQ that the subjects reacted in a physiologically similar
manner on both experimental weeks.

Discussion

Postexercise cardiac faibure is a frequently occurring and widely
recognized phenomenon today. The recent increased popularity of
vigorous exercise has resulted in the examination of perceptual levels
of exertion in order to provide self-monitored feedback for modulating - -

physical work levels.

The importance of the individual's perception of exertion during
work (e.g., exercise) or at leisure is of a major medical diagnostic
concern. The subjective strain noted after a severe decrease of
physical working capacity is a strong determinant to seek medical
assistance. The need to devise better methods to measure perceptual
.ntensities led to the development of the Borg RPE Scale. High
correlation coefficients between ratings of pITceived exertion and
heart rate has been reported by Bong (r=.B5). As evidence by the 0
data in this investigation, during the last minutes of exercise both
.ype's heart rates could accurately be predicted by their report on
Borg scale levels.

In a recent review of the effects of cardiac disease upon pul-
monary 4unction during exercise, Shephard alludes to the possibility
that some Type A patients underrate the sensations of effort, thus
leading to the dangerous situation of wrongly gauging their physical
effort ,oand as a consequence, overexertion of physiological capac-
ities.- The findings of our study substantiate Shephard's specula-
tion: exercising at identical work levels Type A's underrated their
leve's of exertion compared to Type B's. Even though both groups
exercised at the same worW load level, the Type A felt he was
exercising at a lower load. These distorted preceptions for the Type

* A '-roup may result in an inaccurate perception of dangerous strain,
leading to overexertion. Lazarus makes the point that den.al-l:ke
process (e.g., underestimation of physical exertion) can be maladap-
tive when it interferes with dirlgt action against a damaging or
threatening environmental event. For example, the person who
refuses to admit the pains in their chest, in addition to a signif- - '
icant underestimtion of physical effort, may' delay seeking medical
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attention, and continue to push themselves physically, significantly
diminishing their chances for survival. The ability to accurately
assess work load may be the critical factor in effective intervention. -

Our findings provide a viable explanation of the increased recur-
rence of myocardial infarction via overexertion fo jthe Type A as
observed by the Western Collaborative Group Study. In a recent
investigation by Dimsdale and coworkers, it was demonstrated that
catecholamine response to exl 5 cise is effort dependent for both nor-
epinephrine and epinephrine. This observation, coupled with a
concomitant underestimation of physical effort, provides a plausible
explanation for the comparatively higher rate of cardiovascular path-
ology for the Type A individual.

The simplicity of the Borg scale, its strong relationship with
heart rate, and the sensitivity of the rate perceived exertion for
controlling exercise intensity have made it an attractive tool in
clinical programs. Cardiac rehabilitation programs could, for
example, use rate perceived exertion, modified for a patient's Type A
potential, for controlling exercise intensity levels outside of
directly supervised therapy milieus. This investigation would suggest
that exercise should be anchored to external referants such as timed
cadence.

The results of this study suggest that the psychophysical process
of estimating effort intensity during exercise is ongoing and may not
be identical to the process of reproducing physical work levels from
memory. This is important to emphasize when dealing with the Type A
post-coronary infarct patient. Findings of this investigation
strongly suggest that neither RPE values nor heart rate measures alone
may be used as accurate indicators of dangerous strain, but that they
complement each other. The development of an effective indicator of
dangerous strain must involve an integration of all important risk
factors. These factors are arrhythmias, blood pressure elevations, .
ST-segment depressions, body temperature changes, blood lactate
levels, and hormonal excretions. The salient finding in this investi-
gation demonstrates the importance of assessing a patient's Type
A/Type B membership in addition to the aforementioned factors.
Equipped with this information a considerably more precise exertional
program of self-selected intensities can be made by the patient,
possibly delaying and or preventing the incidence of recurrent
infarction.
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Norms for Motor Lateralization on the Halstead-Reitan 0

Randall C. Epperson

Letterman Army Medical Center

Abstract

The degree to which the dominant hand is more efficient than the nondominant
on motor tasks is commonly used in neuropsychological assessment to help later-
alize upper motor neuron deficits. Interpretation of these data often rest on
clinical lore, however, as few studies have examined dominant hand advantage in
the normal population. This study presents findings from a sample of 144 non-
neurological Ss to show naturally occurring ratios.

1

In the standard interpretation of the Halstead-Reitan Neuropsychological
Battery (HRNB), one of the methods of inference (Reitan, 1955) is comparison of Z'

the relative efficiency of the upper extremities on motor tasks. Slowness,
weakness, or impaired problem-solving ability on one body side directs clinical .

attention to the possibility of a contralateral lesion.

The clinical rule of thumb (eg, Boll, 1981) has been that the dominant hand
should show a 10% advantage over the nondominant hand in speed of finger tapping
and strength of grip when measured in the standardized manner of the HRNB. On a
complex motor problem-solving task, the Tactual Performance Test (TPT), the
second trial (nondominant hand) is expected to be approximately 1/3 faster than ,
the first trial (dominant hand), and the third trial (both hands) is expected
to be 1/3 faster than the second. Assuming that motor efficiency is bilater-
ally intact, these improvements are largely due to learning effects and anxiety
reduction as familiarity with the test increases. Speed of name writing is

1The author wishes to thank Dr. Carl B. Dodrill, director of the Epilepsy Center,
Harborview Medical Center, Seattle, for the kind use of data obtained at his lab.
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Lateralization

times
expected to be approximately 3 .slower with the nondominant hand than with the
dominant, when measured by the number of letters written per second (Dodrill,
1978).

When the nondominant hand performs as well or better than the dominant hand,
suspicions arise that a performance deficit exists in the dominart haid. Simil-
arly, when the nondominant hand is more than 10% slower on tapping, more than 10%
weaker on grip strength, more than 3tmlower on name writing, or is not 1/3
faster on TPT than the dominant hand, it raises the possibility of impairment
in the hemisphere contralateral to the nondominant hand.

To date there has been little normative investigation of the range of
dominant-nondominant differences in the normal population. Fromm-Auch and
Yeudall (1983) recently found a 30% decrease in time between dominant and
nondominant TPT trials, supporting earlier clinical impressions; this percen-
tage was constant across age and sex. They found a 10% advantage of the S
dominant hand in male tapping, but in females only a 5% advantage. No signif-
icant sex effects were found in intermanual difference scores for grip strength
(males 6% dominant advantage, females 6%).

Bornstein (1984) also showed that females have less dominant hand advantage
in tapping (3.8%) than males (7.1%). This sex difference was largely due to tle
inclusion of females over 40, whose dominant hand advantage disappears with age.
Bornstein found no significant age, sex, or education effects on grip strength
(males 6.4% advantage of dominant over nondominant, females 5.7%).

The current study examined dominant hand advantage in the normal population . - -

on four motor tasks: TPT, tapping, grip strength, and name writing. .

Method

Subjects S

The sample consisted of 144 individuals with no neurological or psych-
iatric history or symptomatology. There were 77 males and 67 females. The
mean age was 29.15 (sd 11.29), range 9 - 69 years. The mean FSIQ was 110.17
(sd 15.10). There was no significant difference in age or IQ between males and
females. The unimpaired status of the sample was corroborated by a mean HRNB S
Impairment Index of .23 (sd .26).

Procedure

Ss were administered the complete Halstead-Reitan Neuropsychological S
Battery according to standard instructions (Reitan, no date) by technicians
specially trained and periodically monitored to insure highly standardized
administration. The score for tapping was the mean of five consequtive trials
within five taps of each other; if this criterion was not met within 10 trials, -"
the mean of the 10 trials was used. The grip score was the mean of two dyna-
mometer trials on each hand. The speed of name writing was calculated as the -
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Lateralizatlon
S

number of letters written per second. In all cases the percentage scores
comparing hands were calculated by the formula nondominant/dominant (ND/D).

Results

Table I displays means and standard deviations for the variables. Because
tapping and grip strength were significantly different for males and females,
separate findings are reported for them.

Table II displays means and standard deviations for intermanual differences,
expressed in ND/D percentages. Recall that "rule of thumb" expectations would be
.90 for tapping, .90 for grip, .67 for TPT trial 2, .45 for TPT trial 3, and
.33 for name writing.

Linear regressions of each variable's intermanual difference and age were
performed in order to examine whether dominant hand advantage changes with
increasing age. Table III displays these findings and indicates that relative
dominance does not change as a factor of age, except perhaps between the first
and second TPT trials, where with increasing age the relative advantage of the
dominant hand was gradually lost. From 9 - 19 years old the mean ND/D TPT "
score was .69 (sd .24). From 20 - 49 years the mean score was .81 ( sd .36).
From 50 - 69 the mean was 1.00 (sd .33).

Finally, the effect of sex was considered. In no case was the intermanual
difference score significantly different for males and females. Table IV presents
the findings for males and females.

Discussion

Relative efficiency of the two body sides in neuropsychological motor
testing is an important indicator of lateralized conditions. The clinical rule
of thumb on the HRNB has been that the dominant hand should be 10% faster on
tapping, 10% stronger on grip, and 33% faster on speed of name writing. On
the TPT test the second trial (nondominant) is expected to be 1/3 faster than
the first (dominant) trial, and the third trial (both hands) is expected to be "
1/3 faster than the second.

This study corroborated several of these clinical expectations. ND/D tapping
was .93 and ND/D grip .93, where the expectation was .90. ND/D name writing was
.37, showing the expected advantage for the
dominant hand. ND/D TPT was .80 instead of the .67 expected, showing less
increase in performance speed across the first two trials than expected. B/ND
TPT was .61, close to the .67 expected.

Regressions showed that these ratios do not change with age, with the pos-
sible exception of the ND/D TPT time. This suggests that with age there is less
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learning effect demonstrable with the nondominant hand.

None of the ratios were significantly different for male and female groups,
though the raw scores showed sex differences for tapping and grip.

This study will hopefully aid in interpretation of intermanual differences
found in HRNB data.
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Table I

Sample Means and Standard Deviations

AGE 29.15 (11.29)
SEX M 77 F 67
FSIQ (WAIS) 110.17 (15.10)0
HRB 11 0.23 (0.26)
TPT D 6.47 min (3.89)

ND 4.99 (3.50)
B 2.78 (2.10)
TOT 14.57 (9.58)

TAP MD 54.91 (6.30)
MND 50.87 (6.27)
FD 50.83 (5.00)
FND 47.02 (4.98)

GRIP MD 53.72kg (9.29)
MND 49.94 (9.10)
FD 33.54 (6.39)
FND 30.41 (5.63)

NAME-
WRITING 1) 1.98 let/sec (.50)

ND .72 (.26)

Table II

Intermanual Differences

TAP ND/f) .926 (.073) .732-1.17

G;RIP ND/D .924 (.103) .690-1.41

NW NI)/D .373 (.140) .148-1.34

TPT NI)/D .804 (.344) .280-2.31

B/NI) .610 (.282) .170-2.63
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Table III

Regression of Intermanual Differences with Age

TPT ND/D R =.20 R square = .04 SEE =.338

T(142) =2.437 p = .0153

TPT B/ND R =.24 R square = .001 SEE = .283
T(142) =-.288 p = .6886 ns

TAP R =-.005 R square = .000 SEE = .073
T(142) = -.062 p =.5019 ns

GRIP R =.045 R square = .002 SEE = .103
T(142) = .540 p = .5915 ns

NW R =-.149 R square .022 SEE =.139
T(142) =-1.801 p =.0703 ns

Table IV

Intermanual Differences by Sex

AGE 29.79 (sd 11.94) AGE 28.42 (sd 10.63)

FSIQ 110.82 (14.88) FSIQ 109.14 (15.38)

TPT ND/D .79 (.36) TPT ND/D .82 ( .33)

B/ND .61 ( .20) B/ND .60 ( .35)

GRIP ND/D .93 ( .11) GRIP ND/D .91 ( .09)

NW ND/D .37 ( .11) NW ND/D .38 ( .17)

TAP ND/D .93 ( .08) TAP ND/D .93 C .07)
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Relationship of PASAT Performance and IQ

Randall C. Epperson

Letterman Army Medical Center, San Francisco

Lloyd I. Cripe 0
Madigan Army Medical Center, Tacoma

Abstract S

The Pacea Auditory Serial Addition Task (PASAT; Gronwall,
1977) has 'ren frequently used to identify slowing of information
o roce_,-ing in head injured patients. Cognitive speed returns to-
ward normal with recovery, and PASAT scores have been used as a
measure of recovery from head injury as well as an estimate of the •
severity of injury.

The current study administered PASAT's to 76 subjects with no
neuroloqical, psychiatric, or head injury history. IQ's were esti-
mated with the Shipley Institute of Living Scale (Shipley, 1940).
Three findings were of interest: (1) Gronwall's belief that PASAT S
times are not related to age was supported; (2) a significant re-
lationship with IQ was demonstrated, and separate norms for four IQ
ranges were 1 resented; (3) a substantial percentage (26t)of false
positives was found using Gronwall's cutoff score of 3.45 seconds
oer correct response, and it is recommended that percentile scores

be used instead.

lach year there are approximately eight million head injuries in the
tnited States, of which 400,000 (200 per 100,000 population) require hospit-
ilization (Caveness, 1977; Wilder, Note i). Approximately 89" are consider- S

ed mi d, as there are no hard siqns of neurological sequelae or need for med-
ical intervention other than brief observation. Rimel, Giordani, Parth,
1o l, and Jane 981) define minor head injury as loss of consciousness for

less than 20 minutes, a (;lascow Coma Scale score of 13-15, and hospitalizat-
ion under 48 hours. Although these patients rec'lircc little medical care,
hey freluent l y complain of post-concussive symptoms such as headache, di,:- S
ness, h[erscns t Pviety to ight and noise, iritability, fatigue, and )oor

i-'m rv anid concen trat ion (Stuss , Ely , Richard, 1,a-ochelle, oiier , and Hu-

o:al z , Note 2) While the e t io l oqy of the so symptoms is unrcl1ear, they are
;ia 1 ly unret ited to secondary qoin (Irving, 1972) , and may involve micro-

;(cp) ic lesions in the brain (pp enheimer, 106k) Mclean, Sikmen, Temkin,

_0 P-
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PASAT and IQ

4yler, and Gale (1984) found disruption of major life activities (work, school,
omemaking) in patients suffering apparently mild head injuries, and Rimel et
a1. (1981) discovered that 34% of patients who were employed at the time of
their minor head injury were unemployed three months later.

Various measures have been developed to assess the severity of injury
and the extent of dysfunction following head injury. Post-traumatic amnesia
(PTA), the duration of time between injury and return of continuous memory,
is often used as a measure of severity of injury (Bailey, McLaughlin, Levin,
Sildenberg, and Madison, note 3; Russell and Nathan, 1946; Russell and Smith, 0
1961). However, this measure has not been found to be correlated with post-
traumatic headache (Brenner, Friedman, Merritt, and Denny-Brown, 1944), time
off from work, or degree and duration of reduction of information processing
capacity (Gronwall and Wrightson, 1974). One difficulty with this measure
is that more than half of patients are unable to accurately estimate the
duration of PTA (Teasdale and Jennett, 1974). S

Orientation is another function often assessed to estimate the extent
of head injury. Levin, O'Donnell, and Grossman (1979) devised the Galveston
Orientation and Amnesia Test (GOAT) to provide a measure of the disorientation
and confusion many patients experience. Moore and Ruesch (1944) felt that
disorientation reflected the severity of injury. The GOAT is correlated with •
PTA for those patients who can accurately estimate it, and is also correlated
with the Glascow Coma Scale (Teasdale and Jennett, 1974), a measure of the
depth and duration of coma in more serious head injuries. However, it is
quite common to find patients who are well oriented and yet complain of
memory problems and slowing of thought process. Stuss et al. (Note 2)
demonstrated proactive interference on memory tasks even in well-oriented S
patients with apparent good recovery from head injury. Gronwall (1976, 1977)
and Gronwall and Wrightson (1974, 1981) demonstrated slowed information
processing speed in patients with no other findings than their subjective
compl- It appears that there is subtle neuropsychological dysfunction
ev 'al, nts with no apparent findings on medical or psychometric screen-
il examination. These patients continue to complain of post-concussive
symptomatology, and their performance at work declines. This presents the
clinician with a dilemma: a patient who has no demonstrable neurological
sequelae, yet who persists with polysymptomatic complaints and poor perfor-
mance e routine work tasks.

Gronwall (1976, 1977) devised a test that is particularly sensitive to
subtle cognitive problems in head injured patients. She noticed that these
patients showed a decline in their rate of information processing, and that
poor job performance was likely due to overload: "..jobs which he could
previously have done easily now require his whole attention, and therefore
soon tire him. Tasks which require simultaneous attention to a number of
factors are quite beyond his capacity, and this he interprets by saying that S
he cannot concentrate. Stress mounts, and with it headaches and irritability."
(Cronwall and Wrightson, 1974). Gronwall's test, the Paced Auditory Serial-
Addition Task (PASAT) is considered a measure of "'channel capacity' - the
amount of information that can be handled at one time." This can be "..inad-
equate either if the number of items demanding simultaneous attention is too
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suoported. Differences with respect to gender were found
within the brain damage group when comparisons of mean
MMPI profiles were made. The male brain damage group had 0
significant elevations on scales 2,5,7, and 8, as compared
to the mean female profile. Also, in the present study
discriminant function classification formulas were derived
which predicted group membership at approximately an 80%
hit rate. Future research cross-validating these classific-
ation formulas is necessary to document their clinical 0
usefulness.

Interest in the Minnesota Multiphasic Personality Inventory (MMPI)
s a screening tool in the discrimination of brain-damaged from functional
sychiatric individuals is reflected in the quantity of research literature 0
hat has been devoted to this topic. Many investigators have attempted to
valuate the utility of the MMPI for this purpose, however, the research has
ielded rather equivocal results. The research strategies or approaches
sing the MMPI for this discrimination have primarily fallen into two
lasses: (1) profile analysis methods, and (2) the use of organicity scales.
he most common profile analysis method has been to elicit MMPI profiles S
naracteristics or code types unique to brain damage and not typical of
ther psychiatric disorders, (Gilberstadt & Duker, 1965; Lachar, 1974).
he research attempts in this direction have largely disappointing. Another
rofile analysis method attempts to set scale cutting-scores which differ-
ntiate OBS from functional psychiatric profiles, (Ayers, Templer & Ruff,
975; Lowenfeld, & Wadsworth, 1975; Russel" 1977; Watson, Plemel, & Jacobs, S
978; Golden, Sweet, & Osmon, 1979). Little research has attempted to
ross-validate the various scales cutting-score methods described in the
iterature. A third profile analysis method for discriminating brain-
amaged from non-brain-damaged psychiatric groups with the MMPI is the
evelopment of profile decision rules. This strategy involves a series ot
es-no questions about the MMPI profile which leads to the classification .
nto an OBS or functional psychiatric group. Attempts using this approach
ave been made by Russell (1975), Watson and Thomas (1968), and Markowitz
1973). Thus far these decision-rule approaches have not been widely cross-
alidated.

The second approach toward differentiating non-brain-damaged from
rain-damaged patients has been the development of organicity scales
erived from the MMPI. The first of such scales was developed by Hovey
1964) and is comprised of 5 MMPI items. Other investigators have similarly
ttempted to establish organicity scales (Watson, 1971; Shaw and Matthews,
965; and Watson and Plemel, 1978). The validation research on these
cales has been extremely variable. 0

organicity scales, profile
In the present stud'i the literature was reviewed and 2lAcharacter-

stics, andprofile decision-rules were found that had been described or
eveloped for discriminating brain-damaged from functional psychiatric
atients with the MMPI. The research on the validity of each strategy was
ither limited or produced inconsistent results. Research including female 5
ubjects has been sparse and even more equivocal. Only one study (Graca,
utzell, Gaffney, & Whiddon, 1984) attempted to compare the various
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Discrimination of Brain-Damaged from
Functional Psychiatric and Medical Patients S

with the MMPI

CPT Nancy K.+Willcockson, PhD
Letterman Army Medical Center

Abstract

Twenty-one MMPI procedures for differentiating brain- 0
damaged from functional psychiatric patients w~re compared
for their effectiveness and relative utilfty across five
groups of patients: brain-damaged, functional psychotic,
nonpsychotic psychiatric, chronic pain and obesity.
Further, localization of brain damage (left hemisphere,
right hemisphere, or diffuse) was examined with respect 0
to its effect on the efficacy of the 21 MMPI indices.
MMPI Scale 8 cutting score indices yielded the highest
hit rate for brain-damaged patients (73 to 75.6%).
However, these indices, and several others, were criticized
for making such classification solely on the basis of the
lack of psychopathology rather than the presence of organ- .
icirv content, limiting their clinical utility. Three
indices emerged as most generalizable across psychiatric
populations: the Hs-Pt Index (Watson, Plemel, & Jacobs,
1978), the P-0 Scale (Watson & Plemel, 1978), and the Hovey
Scale (Hovey, 1964). These indices significantly dis-
crimin~ited brain-damaged patients from functional psychiatric
patient, (p < .001) and yielded combined hit rate percent-
ages .1 tollows: Hs-Pt Index, 70.0%;P-O Scale, 70.7%;Hovey,
74.1>. Although the Hovey had the greatest combined hit
rate with a low false positive rate of 13.3%, it was only
able to correctly classify brain damage 48.8% of the time.
The (Is-Pt Index yielded a brain damage detection rate of 0
70.0',, whereas the brain damage detection rate for the P-0
Scale was 62.2%. No gender differences were found in the
ability of these three indices to discriminate groups, and
thev appeir to have clinical utility.

The hypothesis that locus of brain damage would influence

the effectiveness of the MMPI organicity indices was not
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Table 2

Proportion 2f Correct D Lo.gns-s.z Gender by Index

Discrepancy Laterality
Index Index

Maie .65 .67

(p<.05) (pcO3)
,'N=43)

Female 6.684
(ns) -'ns)

Discrussion

In reqard to our original hypothesis, successful cross-validation ISO
w.ou : ne demonstrated 14 the LI discriminated left versus right
nemtDsterlc "esio.ns in a heterogeneous sample of brain injured
pat:ents, In addition, the h't-rate with the LI would have to be
sgn,cant'o greater than other WAIS-based lateralizing indices (in
*r s stud,, tke DI,. The resu'ts of our work clearly indicate that the

' does ach ee a degree o4 statist ical significance in correctly
te-, -i; _.-. n "eslons. However, the hit rate of the Li is exactli

the same as the NTI. Oesearciers have criticized the low prediction
te _D4 the DI "e.;. * ac i c and Berr 1984; Todd, et al, 1977) as

Z-& rq cn cac- unre' a e , ard 'n comparison with the LI the same
+ C 5 rrl muS cr t rF hc true.

Our findinQs d 44-er substant'ally 4rom those of Lawson and 0
>& 1is. The difierences ir results rn', be accounted for in patient
sampi Ings. Law 4ord and ing1 .s used a homogeneous group of CYA
patients. Our sample was heterogeneous consisting of patients with
dt agnc.ed seizures KN=20 , c osed head injur i es (N=16) , neoplasms

=13), CVAs N=8) , penetra* 9- head irjuries tN=3) , infections (N=2),
and antericuenous malformations -N=2) . Addit onally, our patient
sampe had clear medical diaQnoses and lesion uerification.

The se( dif epn-es roe... : n our results may be due to the
reat,ue' 1oW number of 4emales sampled. There s no indication that
e,ther the LI or the DI is a better predictor 4or one sex over the

other. However, th:s is an area which ,warrants further investigation.
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predicted group membership was compared to actual group membership,
and percentages of hits or correct predictions were calculated. To

facilitate evaluation of gender specific effects on these two
measures, separate ana 1yses were conducted for male and female
sub.jects.

Resul ts

Uti; zing a statistical compartson of the standard e'ror of the

difference between twAIo correlated percentages revealed that the DI and
the LI -orrectly discriminated 1aterality of right hemisoheric lesions

at a 1 eve1 wh ch exceeds chance -p<.0 4' . See Table 1. Hoe'er,
neither the DI nor the L T  e xceeded the chance 'eve 1 of predict' on for
-'ght hemispheric lesiens. Eoth measures ;denti+'ed the same
rercentaQe (6cZb So correctly lateralized lesions. This indicates
that the LI is no more e fecl-,e t r " atera' no 1 es' ons than the 71.
E,2.en thouQh the 66"., is .Astatst ca ly siqni4icant hit ra

te p<,T,
:t presents t e cIin; An ,.;'.th a. h'qh and unacceptable erro- eve.,

:.. t. ap r.,.:: :'r, .t ", eo ctl. .. :n three ciat ;en s . . . .m 1rden t e d. J. Wh k

aI and LI me-n -ocs sr e,-, statst ca!' sgni icat tenea zat on
:attemn Sor male subes, .oth :.,ere ron-sgn-ficant 4or the ema e
:t ents tested Ksee 7-ae 2'), How.ever, this may re-le.t the
re'ativel lower nimber oSe arrae subjects in our sample,. .4thn the
a'e sam: 1 e, nelther igdex -ignificantly diifered in .- abo t to

c2rr ectI classify sub, ets. .Ith 7 each o# the nd ces, there were

no s!qr,4.:-ant ef4 ects. -or sex 04 the patient. Cir, a 1  Et; t -
nor nr the LI discrm inated le't cr rht hern,;spheric esons better

than the otner.

Table I

Proportion. Correct 2iz i Iy Lateralization f.

Le' t gt Combined
Lesion Leslon

'iscrepanc'
.57 .7? .66

Irdex "n: p<.02> p<,01)

...ateral ty t:

.61 .70 .66
I ndex. ( ns k p<. 04 .p<,01)

N=28 N=27 N=65
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The purpose of the present study is to investigate the
discriminant validity of Lawson and Inglis' Laterality Index on a
heterogeneous group of brain damaged patients. Additionally, the
discriminant validity of the Laterality Index will be compared to that 0
of the Verbal minus Performance IQ discrepancy score.

Method Li >

Subjects were 65 right-handed patients with confirmed unilateral
brain damge, who were referred for neuropsychological evaluation. All
subjects had undergone extensive neurodiagnostic examination and as
part o4 that evaluation, were given the complete Wechsler Adult
intelligence Scale. The subjects were 43 males (mean age=39 .2 years)
and 22 females (mean age=35.4 years). Neuropsychological assessments
for these subjects were performed by either a neuropsychologist or a
qualified technician under the supervision of a neuropsychoiogist,
Criteria *or inclusion in this study were: a) the presence of at least
one defin;tive, positive neurodiagnostic test <e.g., EEG's positive
4or seizure disorders, CT-scans for neoplasms) and b) the absence of
conf icting neurodiagnostic results. In many cases, the pre,cne of
the 'es~on was confirmed by several neurodiagnostic procedures,
including neurosurgery.

M"easures ." -

Two measures were derived from the WAIS. The first of these was ,
the Verbal 7, rus Perorr.ance 10 discrepancy score. Negative
discrepancy scores 'i.e. relatively lower Verbal IQ's) were
interpreted as predicting left-hemispheric dysfunction while positive
discrepency scores (i.e., relatively lower Performance 10/s) were
;nterpreted as predicting right-hemispheric dysfunction. In the rare
case (n=2) where the Verbal and Performance IQ's were equal, no
predecton of lateral 'zed dysfunction was made, and these cases were
counted as prediction failures in subsequent analyses.

The second measure ca':ulated was Lawsor's and ingl is" Lateral ity-
Index. ThIs ire uas calculated on the formu, la:

Lateral i ty Index wIX - 1.5 ( X)

where IX equas t+e sum o4 the age corrected JAIS subtest scores, and
1,JX eauals the sum of the factorial ,v weighted WAIS age corrected

subtest scores. Pos:tive 'aterality indices iwere interpredted as
pre .-cting left-hemispheric dysfunction. Conversely, negative _
1aterality ind:ces were interpreted as predicting right-hemispheric
dyslunction. Percentage of correct predictions were compared for
sionificance utilizng standard error ;SE ) of difference between
p er c entages.

7o determine the discriminant validitv o4 the Verbal mnius
Performance Discrepancy Index (DI) and the Laterality index (LI),
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with Verbal vs Performance IQ splits as lateralizing indices is to
factor analyze the relative contribution of each WAIS subtest score to
a verbal versus visuospatial dimension. Recently, Lawson and Inglis
:1983) advanced such a factor analytic solution. Using the second 0
factor of an unrotated principal-components analysis of the WAIS,
these authors were able to provide factor score coefficients with
which the age-corrected subtest scores of the WAIS could be weighted.
These weiqhted scores were then entered in a formula to provide an
overall ndex of iateralized brain dysfunction.

Sevleral interestng findinqs emerged from this study. An
analysis of variance on laterality index scores for male and female
unilateral stroke patients revealed a statistically significant effect
for lateralization o4 the lesion. However, a more in depth, follow-up

analysis revealed that the strong lateralization effect found in the
male patients were not observed in their female counterparts. The S
authors interpreted this findinqs as supporting the hypothesis that
cerebral functions in females are less strongly lateralized

The implications of these results for neuropsychological

assessment are obvious and exciting. Such a WAIS-based Laterality
Index would provide a powerful tool for clinicians, enabling them to -
localize cerebral dysfunction with a greater degree of certainty,
Moreover, the derivation of a laterality index from an instrument
already employed as part of standard neuropsychological test batteries
means that increased assessment time is not required to obtain this
additional measure.

However, as Lawson and Inglis carefully point out, the Lateral ity
Index is only a research device whose clinical utility must be
supported by cross-validation studies. For cross-validation to be
successful, two phenomena must occur: a) the Laterality Index must be
shown to successfully discriminate left-versus right-hemispheric
lesions in a heterogeneous group of brain damged patients, and b) the S-
Laterality index must discriminate patients with left-hemispheric
versus right-hemispheric lesions at a rate significantly higher than
might be obtained with other WAIS-based indices such as the mere
discrepancy between Verbal and Performance 10's.

In Lawson and Inglis' study, they validated the Laterality Index 0
on a sample of eighty stroke victims. However., since their sample
consisted only of CVA patients, questions arise regarding the
generalizability of their results to the population of all brain
damaged patients. In particular since most CVA's are restricted to a
single cerebrovascular distribution, resulting in focal lesions which
are generally accompanied by hard neurological signs (e.g.
hemiparesis, aphasia), some questions exist as to the ability of the
Laterality Index to discriminate more subtle unilateral lesions. .-

In addition, the factor loadings upon which the Laterality Index
is based are highly correlated with Verbal minus Performance IQ
discrepancy score (r=.95). Thus, there is some doubt as to whether or
not the Laterality Index indeed offers a significant advantage over
the use of the Verbal/Performance discrepancy score.
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WAIS-Based Laterality Indices: Statistical Significance but
Limited Clinical Utility

CPT Daniel E. Stanczak, Ph.'., and CPT David C. Schaefer, Ph.D.

Psychology Service, William Beaumont Army Medical Center

Abstract

Much research has been devoted to examining the differential
effects of unilateral brain damage on subscale scores of the
Wechsler Adult Intelligence Scale (WAIS). Efforts to clinically
employ the traditional Verbal versus Performance IQ splits have 0
genier.aly met with fa iure. Recently, Lawson and Inglis advanced
a factor analytic alternative whereby factor score coefficients
were developed for each WAIS subtest. These weighted scores were
then entered into a formula to provide an overall index of lat-
eralized brain dysfunction. This study reexamines the discrim-
nant va"ldity o4 Lawson and Inglis' Laterality Index in relation S0

of that of the WAIS Verbal minus Performance Scale discrepency
score. Although both indices correctly lateralized brain dys-
function at a level exceeding chance, the error rates for both
indices rendered them clinically unreliable. Additionally,
neither inde:< demonstrated clear-cut gender-specific effects in
tne.r abUi;tv to correctly lateralize brain dysfunction, in
cotrast to the results obtained by Lawson and Inglis. Readers
are cautioned against overreliance when making diagnostic
decisions with the Laterality Index in light of these findings.

Introduction

it is well established that lateralized lesions in the human
brain result in different cognitive dysfunctions depending on
!nvoivement oz the left or right cerebral hemisphere. Consequently,
much research has been devoted to examining the differential effects S
o4 unilateral brain damage on subscale scores of the Wechsler Adult
Intelligence Scale (WAIS); (Dennerll, 1964; Klove & Reitan, 1958;
Parsons, Vega, & Burn, 1969; Reitan, 1955; Satz, 1966; Satz, Richard,
& Daniels, 1967; Simpson & Vega, 1971; Todd, Coolidge, & Satz, 1977).
In particular, it was hypothesized that left-femispheric lesions would
result in relatively depressed Verbal Scale scores whije right-

hemispherlc ies:ons would result in relatiwe'> depressed Periormance

Scale scores. While many studies statistically confirmed this
hvpotkes:s, efforts to employ these findings clinically have generally
met with failure (e.g., Todd et al, 1977).

It now seems apparent that neither the Verbal nor Performance Al
scale of the WAIS are pure measures of either verbal or visuospatial
abilities and therefore are not exact indicators of left versus right
hemisphere dysfunction. One method of reducing the error associated
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PASAT and IQ

Table I

recording S's response

1 . . . . . . . . .
4.......................5
6......................10
3.......................9

Table II

seconds per
percentile correct response

90 1.65
75 1.95
50 2.45
25 3.18
10 3.48

Table III

est IQ n PASAT SD range .

90-99 10 3.31 .53 2.58-4.15

100-109 29 3.19 .81 1.86-4.97

110-119 26 3.07 .66 1.98-5.00

120+ 9 2.32 .20 2.00-2.71
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Discussion

The PASAT, developed and initially standardized by Gronwall (1977),
has been shown to be sensitive to subtle cognitive dysfunction. It was
initially thought that this test was not related to age or intelligence.

The results indicate that for a normal population there is no relation-
ship between age and rate of information processing within the 18-49 year
range. Intelligence was found to be significantly correlated with processing
speed, subjects with higher estimated IQ's performing the task faster. Norms
for each of four IQ ranges were developed.

Finally, the results indicated that Gronwall's cutoff of 3.45 seconds
per correct response identified 26% of this sample as having impaired proces-
sing rates, though none of the subjects had any history of neurological or
psychiatric involvement. The clinician may need to be aware of the potential
false positives involved in using a cutoff approach, and instead compare
percentile efficiency on this test with similar percentile rankings on other
tests. It should also be emphasized that the relationships found in this
study occurred in a normal sample. A neurological sample may or may not S

display the same relationships.
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by averaging trials I - IV (any trial 0.6 seconds slower than any other trial
was not used in this mean score, a recommendation made by Gronwall, 1977).

Results

The mean PASAT score for this normal sample was 3.07 seconds per correct
response (sd .71). Percentile rankings for time can be seen in Table II.

Insert Table II about here

The average estimated IQ of the sample was 109 (sd 8.9, range 82-125).
A linear regression between estimated IQ and PASAT time resulted in an R
of -.357, R square of .128, p .01. This indicates that with increasing
intelligence, speed of information processing also increases, and suggests
the need to adjust for I0 when determining if a patient's PASAT time is
impaired. Table III presents expected PASAT times for four IQ ranges
(number of subjects below 90 IQ was insufficient to compute expected times).

00S

Insert Table III about here

The average age of the sample was 28.34 (sd 6.74, range 18-49). A
linear regression between age and PASAT time resulted in an R square of .005,
showing no correlation with age within the 18-49 range.

Because administration of all four trials of this test requires approxi-
mately 20 minutes, scores for each trial were examined to determine if the
mean score for the test could be accurately estimated by the results on one
trial. The first trial was generally found to be the slowest (mean 4.095 sec.,
sd 1.53), probably due to the need for further practice before optimal speed
is reached. The first trial is also presented at the slowest rate, and
subjects able to process information faster are unable to demonstrate their
proficiency. rerformance on trial II (mean 3.407, sd 1.013, range 2.17 - 0
6.77) can be used to predict the over-all mean score by the following formula:
mean PASAT score = .640 (trial II) + .849. Regression of trial II with over-
all scores resulted in R = .892, R square = .796, SEE = .360. Hypothesizing
a perfect relationship (1.0), T(75) = -9.636, p .001. Whlile this relationship
is a strong one, some information is lost, and the implications for using this
estimate in a neurological population have yet to be determined.
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PASAT and IQ

great, or if the rate of function is inadequate." (Cronwall and Wrightson,
1974). This measure has been found to be correlated with subjective complaints
(Gronwall, 1981), PTA (Gronwall and Wrightson, 1974), and ability to resume
work activities (Gronwall, 1977). The test essentially measures the speed
at which patients add single digit numbers.

The PASAT has been widely used, and yet several unresolved issues remain.
First, there has been no independent cross-validation of the normative sample's
performance on the test. Second, there has been no verification of Gronwall
and Wrightson's statement (1981) that performance on the test is unrelated
to intelligence; Kanter (1984) tentatively identified a correlation in a
head-injured sovrple. Finally, although Gronwall believes performance on the
PASAT is not age-related, she suggests that timed serial addition is not
suitable for patients younger than 14 or older than 55. While this corresponds
to the modal head injury patient who is between 17 and 25 (McLean et al., 1984),
it leaves unanswered whether processing speed is age-related within this range.

The current study addressed these three issues.

Method

I

Subjects. 76 subjects were selected from an active duty military population
through arrangements with their supervisors or ward personnel in

cases where they were non-neurological hospital patients. Participation was
voluntary. 71% were male, 29% female. Mean age was 28.34 years (sd 6.7,
range 18-49). A standard history was taken to insure that there was no neur-
ological or psychiatric history. Subjects with any history of loss of conscious-
n,;s or evidence of concussion were not included in the study. Mean educational
level was 14 years (sd 2.7, range 12-20). Mean IQ estimated from the Shipley
Institute of Living Scale (Shipley, 1940) was 109 (sd 8.9, range 82-125).

Procedure. After the history and Shipley, each subject was presented with a
random series of single digit numbers on a tape recording. The

subject was asked to add each number to the one preceding it. The second is
added to the first, the third to the second, and so on (see Table I).

I
Insert Table I about here

The subject was given an explanation and some examples on the tape recor-
der. The tape was then turned off and the subject was given more practice -!

until it was clear that the task was understood and being performed adequately.
The subject was then given four trials of 61 numbers each (numbers 1 to 9 used
in the same random order in each trial). The numbers were presented at the
rate of one number every 2.4, 2.0, 1.6, and 1.2 seconds for trials I - IV.
The duration of each number was approximately 0.4 second. The number of
correct responses was determined and this was expressed as the number of -

seconds required per correct response through the use of a conversion table.
The mean number of seconds per correct response was determined for each subject

209

"" "'" l i l l m m " ll i li.i . . . . . . . . .. . . . . . .. . ...- ". .



strategies developed across a single (males only) population. However,
;raca et al (1984) established their own classification criterion for the
MMPI organicity indices and scales. Thus, no research has simultaneously
compared these indices as they were originally published across the same
brain-damaged population toward investigating their relative effectivness.

Secondly, these MPI OBS indicators and scales have been developed and
validated on heterogeneous groups of brain-damaged patients, with no attempt
mIade to control for type or location of lesion. A number of research
studies have found differences in MMPI profiles based on location of brain 6
lesions, (Anderson & Hanvik, 1950; Williams, 1952; Gainotti, 1972; Black,
)975: S;asparrini, Satz, & Heilman, 1978; Black & Black, 1982; etc.). Thus,
As personality factors are influenced by the locs of brain injury, one
would expect changes in the MMPI profile accordingly, and perhaps changes
in brain damage discriminators' accuracy. Research examining the brain
d*,age vs functional psychiatric indicators while controlling for location
of brain damage would be informative and would possibly eliminate the
variability reported by different investigators.

The present study proposed to cross-validate 21 NMMPI organicitv
indicators and scales, originally described in the literature, across the
-sa:ne brain-damaged population so as to investigate the following questions:
I ) io any of these OBS indicators reliably discriminate brain-damaged

fro,m functional psvchiatric patients? and (2) What is the relative uti lity
of these brain damage indicators? The effect of the locus of brain lesions
was investigated by comparing left hemisphere, right hemisphere, and diffuse
brain-damaged patients' hit rates across the organicity indicators and -

scales. Mean MMPI profiles were generated for each group and were compared 0
for profile differences. The results were also examined for differences
with respect to gender.

Method

Subj ec t s

Five groups of subjects were included in the present invest igat ion:
9() brain-damaged patients (66 male, 24 female, X age 40.O ); 00 p,\, ot ic
nen-brain-damaged psychiatric inpat ients (24 male, 36 fema Ic, X ag, 28. 6
bO nonpsychotic non-brain-damaged psychiatric inpat ieuts (20 male, 40 1 ema I.
X age :31 .2 and hO ch ron i c pa i n pat i ent s (23 ma I , 7 f em. I o , X age
38.2); and 60 obes i ty pat ients who were candidates for gasi rc bvpass sirgerv
(8 male, 52 female, X age 32.5). The brain-damaged group was ()nmposcd
of the following three subgroups consist ing oft 0 subjvcts each: priniarilv

101t Iim isphere damage (24 mal(s, 6 females): primar iiN r a}i rhemli sphire
daifage (21 male s, ( females) and diltuse brain damago invol ving hoth 
" erebral] hemi-spheres (21 males, 9 females).

P r)( c II e

Each subject s psycho logical test data was reviewed and MIll'N answer

sheets were obtained. In the Brain IOaniage group 46 subLiCts had taken the I
group or long Form R of the MillP', while 44 subects had comp leted Formii R-400.
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In the Psvchotic group there were 43 group or long Form R MMPIs, and 17

Form R-400. In the Nonpsychotic group there were 57 group or long Form R
MMPIs and 3 Form R-400. All subjects in the Pain and Obesity groups had

completed the group form of the MMPI.

Each subject's MMPI was examined or scored for eacy of the following
MMPI organicity scales or indices:

(1) 2-9/9-2 code-typc cited in Lachar (1974)
(2) 1-9/9-1 code-type cited in Lachar (1974)
3) 1-3-9 code-type (Gilberstadt and Duker, 1965)
(4) Ayer's et al. (1975) Sc scale cutting score
(5) Russell's (1977) Sc scale cutting score
(6) Golden et al.'s (1979) F scale cutting score
(7) Holland et al.'s (1975) psychotic triad cutting score
(8) Watson, Plemel and Jacobs (1978) Hs-Pt Index
(9) Watson and Thomas (1968) Rule I
(10) Watson and Thomas (1968) Rule 2
(11) Watson and Thomas (1968) Rule 3

(12) Watson and Thomas (1968) Rule 4
(13) Russell's (1975) Key (short form)
(14) Russell's (1975) Key (all rules applies)

(15) Markowitz's (1973) OBS-Sc Signs
(16) Hovey's (1964) 5-item organicity scale
(17) Shaw and Matthew's (1965) Pseudo-neurologic scale
(18) Watson (1971) Sc-0 scale, Weighted Long Form
(19) Watson (1974) Sc-O scale Unweighted Long Fomr
(20) Watson (1971) Sc-O scale, Weighted Short Form
(21) Watson and Plemel's (1978) P-O scale

Results

Analysis of the MMPI Organicity Indices 0

The precentage of subjects scoring in the organic range on each of

the 21 indices or scales was determined for each group. Chi Square tests
were utilized to compare the organicity hit rate of each scale or index
for each diagnostic group to the Brain Damage group. Table I presents the
precentage of subjects classified as brain-damaged by each index or scale,
and the x2 results for each comparision. As can be seen in Table 13,
numerous significant differences were found, particularly among the compar-
isons between the Brain Damage group and the Psychotic and the Nonpsychotic
groups. The Brain Damage group had significantly more subjects classitied
as brain-damaged than the Psychotic and the Nonpsychotic groups on the
fillowing indices and scales: Ayer's et al. (1975) Sc Cutting Score,
Rossell's (1977) Sc Cutting Score, Golden et al. (1979) F scale Cutting
S ,re. Psvchoti Triad Cutting Score, Hs-Pt Index, the Hovey Scale, Sc-0
S cale. Significant differences also emerged between the Brain Damage
group and the Psychotic group on Watson and Thomas's (1968) Rule 2, Russell's
(1975) Key short form and with all rules applied, and for Markowtiz's (1973)
(BS Signs. In almost all comparisons were significant differences emerged
between the brain l)amage group and the Pain or Obesity group, it was due

.1H ,i greater percentage of subjects being classified as brain-damaged in
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medical groups than in the Brain Damage group. In those cases, the

organicity index appears to descriminate Brain Damage from functional groups

on the basis of degree of psychopathology or schizophrenic content, with
lower values indicating Brain Damage. For three organicity scales (the
Hovey, the Sc-O Weighted Long Form, and the Sc-O Unweighted Long Form),

the Obesity group organicity hit rate was found to be significanly lower
than that of the Brain Damage group. Also of note is that there were no
2-9/9-2, 1-9/9-1, or 1-3-9 profiles in the Brain Damage group. There was
one occurrence of the 1-9/9-1 profile in the Psychotic group and two in the S
Pain group. The 1-3-9 profile occurred three times in the Pain group and

once in the Obesity group.

The organicity hit rate precentages for each scale or index were
also determined for each of the three Brain Damage subgroups. Comparisons
between the Diffuse and Right Hemispher groups, Diffuse and Left Hemisphere
groups, the Right and Left Hemispher groups were made. The organicity
scales and indices hit-rat percentages for these subgroups, and the results
of the x2 for each comparison are presented in Table 2. As can be seen in
Table 2, only three comparisions were found to be significant, indicating
little difference in ability of the organicity indices and scales in
achieving "hits" dependent upon locus/type of Brain Damage. Those compar-
isons which were found to be significant were the two Sc cutting scores,

Ayer's et al. (1975) and Russell's (1977), in which the Right Hemisphere
subgroup achieved greater hit rates than the Left Hemispher subgroup, and
the Watson and Thomas (1968) Rule 4 for which the Left subgroup achieved a
significantly greater hit rate than the Diffuse subgroup.

The 21 organicity indices hit rate percentages were also determined

separately for the males and females of the Brain Damage group and were
compared for significant differences using x2 tests. These results are
presented in Table 3. Females achieved greater hit rates than males, with
Russell's (1977) Sc cutting score, the Psychotic Triad cutting score,
Watson and Thomas's(1968) Rule 2, and with Markowtiz's (1973) OBS signs.

Males achieved significantly greater hit rates than females on Watson and
Thomas's (1968) Rules 1,3 and 4. Overall, for the majority of organicity
indices and scales there were not significant differences in hit rates

based on gender.

In addition to comparisons of the hit rate precentages determined by
the cut-off scores in the literature, the mean scale scores obtained b' S
each group for the organicity scales (scales 16 through 21 in the Method
section) were compared using one-way analysis of variance tests. These
analyses were performed so as to determine if the different groups'
organicity scale mean scores were significantly different. As the Psychotic
and Brain Damage groups contained a number of subjects who took form R-400
nf the MMPI (17 and 44 subjects, respectively), the analyses for the P-O
scale and the three Sc-O scales were conducted separately for the group/
long form R and the short form R-400 of the MMPI. The organicitv scale
mean scores and results fo the group comparisons are presented in Table 4.
In examining the mean organicity scale scores generated by each group, when ."
significant hit rate precentages were achieved by the scale, except for the
lovey, the cut-off scores published in the literature were generally
a( curate. The Ilovey scale Brain Damage group mean score is lower than the
published cut-off, accounting for its lower hit rate, although, it also
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,:er7 istrated the lowest false positive rate of any of the organicity scales
r indices.

Mean organicity scale scores were also determined, and comparisions
Ihade A r,,s the three Br in i.image subgroups (see Table 5). The - were

,,si nit i( nt di fIerenes in mean organicity scale scores between the three
I l)a,g, subgroups.

lastlv, mean organicity scale scores were determined separately for
t he rialIes and females of the Brain Damage group and comparisions also made
hett, 'en them for each scale (see Table 6). The only significant difference

,,:icrge was found on the P-) scale, MMPI form R-400.

,rcf I haracterist ics

Mt-an NIMPI profiles iere generated for each subject group. Table 7
r,,ents the mean scale T -, ores and ANOVA results of comparis ions of the
r oin Damage group mean s ale scores and each of the other subject group

iin ( i e scores. In general, the Psychotic and Nonpsychotic groups'
I iH r.t lIes evidoeuced more psychopathology than the Brain Damage group,

'',.,,s the two medical groups, Pain and Obesity, demonstrated less overall
,.VJLtion or psychopathology.

ean MPI profiles were also generated for each of the Brain Damage
suhgroups: Diffuse, Prim-rily Right Hemispher, and Primarily Left Hemi-
;phere brain damage. Table 8 presents the mean scale T scores and ANOVA -

results comparing these 3 subgroups. The basic configuration of the three
subgroup's scale elevations being slightly more elevated than that of the
Fiiht Hemispher subgroup.

Mean MMPI profiles were also generated separately for males and
lemales within the Brain Damage group. Table 9 presents these mean scale T
scores and the ANOVA results. The mean male Brain Damage profile had
*ignificant elevations on sacles 2,5,7, and 8 when compared to the mean
lt,male Brain Damage profile. In fact the mean female MMPI profile is entire-
1% within the normal range whereas the male profile has peaks (T ) 70) on
hree ( I inical scales suggesting greater psychopathology.

A step-wise discriminant :nalvsis procedure was performed with the •
i Itamage group and each subject group, with all MMPI validity and

, nical scales, except scale 5, as possible discriminating variables.
lih. resulting standardized and unstandardized discriminant function co-
,fficients. discriminant function group means, group classification function

- I i ents, and correct group classification hit rates generated bv each
,1issifI icaiton fun(ct ion are presented in Tables 10-13. The results of the •

r i minaut analvse s between the Brain Damage group and the other subject
ups reveal good abiIity to predict group membership at approximately an

p,' rcent hit ri to. The. greatest separation of groups by the procedure is
*,hi ted with the Psychotic and the Brain l)amage group, and the least
bctween the two new psychiatric medical groups, Chronic Pain and Obesity,
and the Brain Damage group. S

Step-wise discriminant analysis procedures were also performed with
the subgroups of the Brain l)amage pop)Ulation, generating discriminant
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functions for the Diffuse and Right Hemisphere, Diffuse and Left Hemisphere,
and the Right and Left Hemisphere subgroups. The resulting standardized
and unstandardized discriminant function coefficients, discriminant function
group means, group classification function coefficients, and the correct 0

group classification hit rates generated by each classification function are
presented in Tables 14-16. Overall, the results of the discriminant analyses
with the three Brain Damage subgroups revealed som ability to separate or
correctly predict membership into the Diffuse vs. Right Hemisphere subgroups
and the Right vs. Left Hemisphere subgroups; however, when discriminating
between the !,eft Hemisphere and Diffuse subgroups the results are near
chance, indicating considerable overlap between these subgroups.

Discussion

The present study was designed to cross-validate all of the MMPI S
organicity indicators and scales currently in the literature across the
same brain-damaged group in order to answer the following questions: (1)
Po mv of these organicitv indicators reliably discriminate brain-damaged
tr ,: tnctional psychiatric patients? and (2) What is the relative utility
oi these nrganicity indicators? Further, the locus of brain impairment
was also investigated as to its effect on the utility of these MMPI organicitv S
nd i cators.

lii addressing the above questions, several interesting point emerged.
uimi far to the findings of Russell (1977) and others, the present study
o. le d to fine the 1-9/Q-1, 2-9/9-2, or 1-3-9 code-types to be associated
.ith brain damage. In fact none of these code-types occurred once across S
the 90 brain impaired subjects. Also, only 18.9 percent of the Brain Damage
g roup subjects had peaks on MMPI scales 4 or 9, contrary to the suggestion
of atson and Thomas (1968). It does not appear that there is a "typical"
brain damage profile nor that clinicians can rely on the folklore of the
1-9/ -1, 2-9/9-2, or 1-3-9 profiles indicating brain impairment.

The present study revealed that several organicity indices did not
discriminate groups of subjects, such as the Pseudoneurologic scale, Watson
and Thomas's (1968) Rules, and the Sc-O Scale Weighted Short Form. In
t'x imining the abi I ity of the remaining organicity indicators to rel iabl v
di sc r i mi nate brain damage I rom psych iat r i c pat i ent s , many were able to do so
trm a statist ical standpoint, yet their Ii inical uti fity is questionable.

lh e purpose of these MI'[ 1 oran i c i tv i nd ices i s to serve as screening
Ist riiments Ior some suspected e trotg i caI impairment , which can then be
i i-r her eva I lated , it woii )d seem most des i rab Ic to maximize the det ect ion
, bra in d\sfunction at the expense of somewhat high false positive rates.
,.rier, it appears that for a scale or index to be able to general ize

ii ms various psychiatric popiilat ions, rather than just a psychotic or 5
,,, r\ L-,v(hoplithological pat ient group, it would be best to discriminate the
hr.iii d,tliged group on the bas;i , of aharac toristics typi cal or uni que to

ri n i impi ni ent , i ns toad of t he absenve c of a part i cula r deg ree of
i, t h,, I g v

1Ie nip s c Fii at r i c med i, i grouips, Pa ii and Obesity, obvioausl y do
, I ll int - the Class I jcat ion o either brain-impaired or functional;
,vr. * he. a e i , . iti I in reveal ing those indices or scales which are
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most generalizable across patient groups, and those that discriminate
primarily on the basis of degree of psychopathology.

In the present investigation, those indices which had the best organ-
icitv hit rates were: Russell's (1977) Sc cutting score (75.6%), Ayers et
al. (1977) Sc Cutting Score (7M.0T), Psychotic Triad cutting score (72.2%),
ls-Pt index (70.0"Y ), and the Sc- Scale, Unweighted Long Form (70.0%).
The three cutting scores discriminate solev on the basis of degree of MMPI
scale elevation (scale 8 or for the Psychotic Triad an average of scales
6,7, and 8), with greater elevation indicating functional illness and lower 0

elevation indiciting brain damage. Similarly, the Sc-O Scale has been
criticized by Ayers et al. (1975). Holland et al. (1975), and others for
measuring primarily the presence or absence of schizophrenic content rather
than organicitv content. These indices listed above would apparently be
the best MMPI indicators of brain damage, given that it was already known
that the diagnosis was either psychotic illness or brain dysfunction.
Htwevr, the usefulness of these indices as screening instruments is
diminished in a situation where the diagnosis is in question. Thus, although
these organicitv indices are able to differentiate schizophrenic or non-
brain-damaged psychotic patients from brain-damaged patients at an overall
hit rate ,t approximately 70 percent, their general clinical utility appears
to be problematic.

Russell's (1975) Key. both the short form and with all rules applied,
had an organicity hit rate of 65.6% (short form) and 68.90 (all rules),
ind discriminated groups on the basis of the relationship and the degree of
( A , ,I] evat ions. However, false positives in the Nonpsychotic group were
,'rv high, similar to the findings of Trililetti (1982), and nrganicity hit

rites on the Obesity and Pain groups were greater than even those of the
1r 1in )Damage group. Thus, it appears that Russell's Key discriminates

1 irI4,l I ,n the has i s of degree of severity of psychopathology. The Hs-Pt
Indpx which w s A blp to- discriminate between brain-damaged subjects and
functional groups At an overall hit rate "f approximately 70' also does

," n th hasis "I the r ,lat ionship of MMPI scale eIevati us. It perfromed

rol tiv l,, well with both psychiatriC groups, having a Itise positive rate

-f ipprwximatel\ 10.0y percent. Again the Pain group had an even higher
,rgan it,,- hit rate than the Brain Damage group. However, this appears due

the h .h frequucv of elevated MMPI scale I scores typical of the Pain

group. Although the organicity hit rate with the P- scale was found to

oIv be h2.6 percent, it had a relatively low false positive rate of 25

percent in both psychiatric groups, giving it an overall hit rate of

.pproximatelv 70 percent. The Pain and Obesity groups were not signif-

icanti Iv di f f erent than the bra in lamage group, suggesting that the P-0 scale

k nt disc rimi nat ing on hrain impairment (haracteristics alone. However,

si nte both funet i nal psvchiat rn groups had good classi f icat ion rates,
the i'-() stale mav have sine gpnera l i zabi lit v in psychiatric groups. It

should he notetd that lth,,ugh theire were not Briain D)arnage group hit rate
difterees ba:ed on sex f or the P-.O sc ale f enmale sub ects d id have a -

significantlv higher mean '-O soMale score (mntre in the torganic direct ion)
thin mal., last . t he illve\ scAlp h d the Iowest f al se posit ive rates
-f any of the organic itv scalpts or indics for both unctional psychiatric 9
grops, 3.A p r nt. It As" hd a vr% 1"w rgani itv hit rate in the

ilbes i t % groupt and cli so r im init ed grotmps tn lihe bas i tf organ i i t v cont ent
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rather than psychopathology, making it generalizable across ps,, hi ltri.
populations. Unfortunately, the Hlovey had a very low hit-rate of 48.8
percent for the brain Damage group. These results replicate the I indings of"-
Upper and Seeman (1968) and others who found the Hovey to make Jew tilse
positives, but to have a low hit rate.

Overall, in addressing the question of the relat ive utility of th('

organicity indices and scales in this study, none of the indict," ,,,ere found
to have a high brain damage detection rate and also dis riminat e groups
primarily on the basis of organicity content. This shortcoming mi.Lk,.s the.
general clinical unsfulness of any of them somewhat less than desiu .blc.
It should also be kept in mind that in this study an artil icial h,,se rite
of 50. was assumed for presence or absence of brain damage,. which i> ,vr\
different than the probability of occurrence in the real world. Thton, ol(,
may find the organicity indices to be less effective in clinical settings.

In the present investigation, the Hs-Pt Index, P-0 scale and the
lfovev appear to be most generalizable across psychiatric populations. 'i
these three, the Hs-Pt. Index has the highest hit rate for the Brain lmu;g
group, but it also has the highest false positive rate. The fto'),y nay e
useful trom the standpoint that it is only five items long, is based on
organicity content, and it is unlikely to give false positive results. •
Also in their favor, hit rate sex differences were not found for all\ of thes,
three indices.

Mean MMPI prof iles were generated tro each group in the prcsent stid.
It was found that, in general, the two functional psyz.hiatri( izro p,' prof Il,-
were more pathological than the Brain Damage group profile, which, in turn, •
had more scale elevations than the two medical groups. In te-rms of ,veraill
classification hit rate, discriminant analysis procedures yielded a pr(,( cnt-
age of approximate v 80.0, which is bet ter than the resu Its obt a i , d b% t l ,
organic i tv indices. Future resoarch directed toward cross-al i dat ing tiel,
derived discriminant classi icit ion formulas would be helplul in deter iCI -I Il-
ing their useflness. 0

The prosent. st ndv a I so invest igated the I o tis of I ri in I mp.i i -mel li
left hemisphere, ri ght hemi sphere, or diffuse, 'is to its cft t ct upon t t" '
hit rates of the various organic ity indices. Interest ingl\ . althougt tl,."
Le t t. lemi sphere Bra in Damage subgroup' s mean MMP I prof il, was sign if ic I '
elevated on NIMMI scales L, and F compared to the Right subgroup, aid 't .t 0

( when compa red to the I) i f f use subgroup, there was ve ry I i t I I f- chv I dci
support the hypothesis that locus of impa i rment int lutenced the l t e ci .........

of the organicitv scales and indices. The mean prof i les ge n,rated h% , t.
Brain Damage subgroup were qiite simi far in oveurl l f gUrat o, I ,x( ('I
fur the few signi f icant elevations in the Left HemI sphere subgrouip -.,,iso
f ound to hav( the treatest MMPI profile clevat ion, tendfs , stupt)ort th,
f indings ,i f other investigators, such as Gasparrii . t ai. I lVM). Ift.
the di fI er-nc.s found in the current invest igaio are i,t ,xrr r '
def initive as those generally suggested in the I it ,r it ire,.

In the present study, d I f te rences btween m, i it C d Il eI,• I-' lbri.
l)ama go groulp srbjet ts were af St rxamin( • Th(i eri ,Ml r t i I , ,

for the male group had signi f jcAnt eIe tt ons on StL I t> , ,11 i0 k I
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as compared to the mean female profile. This difference in overall level of
pathology on the MMPI effected the organicity hit rate on some indices that
discriminate largely on the basis of the degree of psychopathology. The
results of the present study are similar to those found by Carpenter and 0
LeLieuvre (1981), who found very high organicity hit rates (937) with
females when using Russell's (1977) Sc cutting score. In fact, a 91.7%.
hit rate was observed in this study. Although the above differences with
respect to gender were found, the majority of the organicity indicators
were included in the analyses of the Brain Damage group. Furthermore, as
the purpose of these organicity indicators is to screen for possible brain
impairment, it is desirable that they be broadly effective, across both
sexes as well as with a variety of psychiatric patients. The fact that the
mean male Brain Damage MMPi profile is somewhat more elevated than that of
the females' may reflect differences in coping styles, or perhaps is re-
lated to the casues and effects of brain dysfunction in males. Males have
a higher incidence of brain damage caused by traumatic injury than females,
perhaps effecting their ability to adjust to the changes in cognitive
functioning. Also, traumatic injury results in sudden change, as opposed to
a more gradual change characteristic of many degenerative or neoplastic
processes. Another possible hypothesis would be that males may more
frequently be in the position of having job and lifestyle changes due to
their impairment, whereas traditionally females would have less disruption
of their daily routine if they were homemakers. With more women wor ing
out of the home, this possible explanation would have decreasing influence
on the observed differences with respect to gender.

In summary, the purpose of the present investigation was to cross- " -

validate 21 published MMPI procedures for differentiating brain damage from
other psychiatric groups across the same populations in order to examine
their clinical utility and relative merit. The 21 MMPI procedures were
compared using five groups: brain-damaged patients, non-brain-damaged
psychotic and nonpsychotic psychiatric inpatients, chronic pain patients
and obesity patients. Localization of brain damage (left hemisphere,
right hemisphere, or diffuse), was examined with respect to its effect on S
the efficacy of the 21 MMPI organicity indices. It was found that MMPI
Scale 8 (Schizophrenia) cutting score indices yielded the highest hit rates
tor brain-damaged patients (73 to 75.6:). However, these indices, and
several others, are criticized for making such classification solelv on
the basis of the lack of psychopathology rather than the presence ot
nrganicity content, limiting their utility in clinical situations where 0
diagniosis is unknown or not limited to the dichotomous choice of
shzopheren ic/psvchot ic or brain-damaged. In the present study, three
indices emerged as most generalizable across psychiatric populations: the
Hs-Pt Index (Watson, Plemel, and Jacobs, 1978), the P-0 Scale (Watson and
P 'len, I, 1978), and the Hovey Scale (Hovev, 1964). These indices signi fic-
antlv discriminated brain damaged patients from functional psychiatric S
j,, ieonts (j < .001) and vieldcd combined hit rate precentages as follows:
f,,-It Index. 70.0 ; P-() Scale, 70.7' ; flovev, - . ' . Although the flovev
h}i.i the grtatcest combined hit rite, it was only able to correctly classif v
br.iin d(fmg(' 48.8, of the time, and vet had a tiavorable false positive rate
,t 70.0' , wh.,re,,as the bra in damage detection rite for the '-0 S.il.e was-
u2.2 . In additi,,n, no sex differenees were lund in the ability of these S
three indi(',, to discriminate groups, increasing their general Clinical
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utility in the differentiation of brain damage from functional psychiatric
illnesses.

In the present study, the hypothesis that locus of brain damage - .
would significantly influence the effectiveness of the MMPI organicity
indices was not supported, and only a few MMPI profile differences were -

found dependent upon locus of impairment. Sex differences were found
within the brain damage group when comparisons of mean MMPI profiles were 0
made. The male brain damage group had significant elevations on scales 2
(Depression), 5(Masculinity-femininity), 7 (Psychasthenia), and 8 (Schizo-
phrenia) as compared to the mean female profile, and further research is
recommended toward investigating these differences. Also, in the present
study discriminant function classification formulas were derived which
predicted group membership at approximately an 80% hit rate, which is
greater than the hit rates achieved by the organicity indices. Future
research cross-validating these classification formulas is necessary to
document their clinical usefulness.
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Table 15

Results of Discriminant Analysis: Diffuse and
Left Hemisphere Brain Damage Subgroups

Standardized Canonical Unstandardized Canonical
Discriminant Function Discrimi int Function
Coefficients Coefficitnts

Scale 9 1.00000 Scale 9 0.08314
(constant) -5.12129

genvalue = 0.07020 Canonical Correlation Wilk's Lambda 0.93441

= 0.25611

Discriminant Function Group Means
(Group Centroids)

Diffuse Group = -0.26050 Left Hemisphere Group 0.26050

Classification Function Coefficients

Diffuse Group Left Hemisphere Group

Scale 9 0.40412 Scale 9 0.44743
(contstant) -12.50679 (csontant) -15.17496 0

Classification Results

Predicted Group Membership .

tual Group Membership N Diffuse Left Hemisphere -

ffuse 90 60.0% 40.0%
ft Hemisphere 60 46.7% 53.3%

25 0"
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Table 14

Results of Discriminant Analysis: Diffuse and
Right Hemisphere Brain Damage Subgroups

Standardized Canonical Uns-tandardized Canonical
Discriminant Function Discriminanat Function
Coefficients Coefficients

Scale L 0.90223 Scale L 0.11734
Scale F 0.67887 Scale F 0.07420
Scale K -0.43898 Scale K -0.04007
Scale 9 -0.43813 Scale 9 -0.04150

,(constant) -5.85901
S

Eigenvalue = 0.18660 Canonical Correlation Wilk's Lambda 0.84274
= 0.39656

Discriminant Function Group Means

(Group Centr~ids) 0

Diffuse Group = 0.42471 Right Hemisphere Group = -0.42471

Cla§sification Function Coefficients

Diffuse Group Right Hemisphere Group

Scale L 0.80880 Scale L 0.70912
Scale F 0.85206 Scale F 0.78904
Scale K 0.51585 Scale K 0.54988
Scale 9 0.48041 Scale 9 0.51567
(constant) -76.36681 (qonstant) -71.39003

Classification Results

Predicted Group Membership

Actual Group Membership N Diffuse Right Hemisphere

Diffuse 90 66.7% 33.3%
Right Hemisphere 60 33.3% 66.7%

T)tal of "grouped" cases correctly classi ied: 66.67%
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Table 13

Results of Discriminant Analysis:
Brain Damage and Obesity Groups

Standardized Canonical Unstandardized Canonical
Discriminant Function Discriminant Function

Coefficients Coefficients

Scale 2 -0.44304 Scale 2 -0.05418

Scale 4 0.43419 Scale 4 0.05310

Scale 8 -0.47354 Scale 8 -0.05791
Scale 0 0.60689 Scale 0 0.07422

(constant) -0.19141

Eigenvaluc = 0.49372 Canonical Correlation Wilk's Lambda - 0.66947
- 0.57492

Discriminant Function Group Means
(Group Centroids)

Brain Damage Group = -0.56988 Obesity Group = 0.85481

Classification Function Coefficients

Brain Damage Group Obesity Group

Scale 2 0.14367 Scale 2 0.06648
Scale 4 0.28480 Scale 4 0.36045
Scale 8 -0.00237 Scale 8 -0.08487
Scale 0 0.40484 Scale 0 0.51058 S
(constant) -26.62164 (constant) -27.09731

Classification Results

Prelicted Group Membership

Actual Group Membership N Brain Damage Obesity

Brain Damage 90 74.4% 25.6%
Obesity 60 13.3% 86.7%

Total of "grouped" cases correctly classified: 79.30%
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Table 12

Results of Discriminant Analysis: Brain
Damage and Chronic Pain Croup.

Standardized C~nonical Unstandardized Canonical

Dis'criminant Function Discriminrnt Function

Coefficients Coqfficieits

Scale L 0.28732 Scale L 0.03594

Scale K 0.51262 Scale K 0.05470

Scale 1 -0.60019 Scale 1 -0.04204

Scale 2 0.72830 Scole 2 0.05359
Scale 3 -0.42097 Scale 3 -0.03604

Scale 4 -0.21782 Scale 4 -0.01801

Scale 8 0.96429 Scale 8 0.06843
(constant) -6.41002

Eigenvalue 0.50139 Canonical Correlation Wilk's Lambda = 0.66605
= 0.57788

Discriminant Function Group Means
(Group Centroids)

Brain Damage Group = 0.57428 Chronic Pain Group -0.86143

Classification Function Coerficients

Brain Damage Group Chronic Pain Group

Scale L 0.75073 Sca!e L 0.69912

Scale K 0.65436 Scale K 0.57582

Scale 1 -0.13088 Scale 1 -0.07052

Scale 2 0.44279 Scale 2 0.36584

Scale 3 -0.04482 Scale 3 0.00692

Scale 4 0.25416 Scale 4 0.28002

Scale 8 0.25087 Scale 8 0.152620

(constant) -65.10054 (constant) -56.10374 5

Classification Results

Predicted Group Membership

Actual Group Membership N Brain Damage Chronic Pain

Brain Damage 90 77.0% 22.2%

Chronic Pain 60 16.7% 83.3%

Total of "grouped" cases correctly classif ed: 80.00%
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*Table 11

Results of Discriminant Analysis: Brain Damage
and Nonpsychotic Inpatient Groups

Standardized Canonical Unstandardized Canonical
Discriminant Function Discriminant Function
Coefficients Coefficients

Scale 1 -0.68342 Scale 1 -0.04567
Scale 4 0.63030 Scale 4 0.05106

Scale 6 0.84689 Scale 6 0.07584
Scale 7 '0.53246 Scale 7 0.03891
Scale 8 -0.84508 Scaie 8 -0.04982

(constant) -4.25815

Eigenvalue = 0.59912 Canonical Correlation Wilk's Lambda - 0.62534
= 0.61209

Discriminant Function Group Means
(Group Centroids) 0

Brain Dlaiagc Group = -0.62776 Nonpsyc' otic Group = 0.94164

Classification Function Coefficients

Brain Damage Group Nonpsychotic Group

Scale 1 0.17348 Scale 1 0.10180
Scale 4 0.27997 Scale 4 0.36010
Scale 6 0.42511 Scale 6 0.54413
Scale 7 0.26271 Scale 7 0.32377 "
Scale 8 -0.30509 Scale 8 0.38327
(constant) -26.48751 (constant) -33.41658

Classification Results

Predicted Group Membership
Actual Group
Membership N Brain Damage Nonpsychotic

Brain Damage 90 83.3% 16.7%
Nonpsychotic 60 21.7% 78.3%

Total of "grouped" cases correctly classilied: 81.33%
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Table 10

Results of Discriminant Analysis: Brain

Damage and Psychotic Inpatient Groups S

Standardized Canonical Unstandardized Canonical
Discriminant Function Discriminant Function -

Coefficients Coefficients

Scale 1 -0.61110 Scale 1 -0.04337
Scale 2 -0.44448 Scale 2 -0.02912
Scale 4 0.34612 Scale 4 0.02835
Scale 6 0.69286 Scale 6 0.05460
Scale 7 0.30647 Scale 7 0.02316

(constanl) -2.17321

Eigenvalue = 0.69606 Canonical Correlation Jilk's Lambda = 0.58960
= 0.64062

Discriminant Function Group Means

(Group Centrolds) S

Brain Damage Group = -0.67665 Psychotic Group - 1.01498

Classification Function Coefficients

Brain Damage Group Psychotic Group

Scale 1 0.19095 Scale 1 0.11758
Scale 2 0.12243 Scale 2 0.07317
Scale 4 0.22310 Scale 4 0.27105

Scale' 6 0.20633 Scale 6 0.29870

Scale 7 -0.03834 Scale 7 0.00084

(constant) -24.05132 (constant) -28.01373

Classification Results

Predicted Group Membership
Actual Group

Membership N Brain Dam .0e Psychotic

Brain Damage 90 82.2% 17.8%

Psychotic 60 20.0% 80.0%

Total of "grouped" cases correctly classified: 81.33% ,
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Table 6

Comparison of Organicity Scale Mean Scores:
Brain Damage Group by Gender

Scales Males Females ANOVA Results

Hovey N=66 N=24
M 3.32 3.04 F(1,89)- 0.90

SD 1.14 1.43

Pseudoneurologic N=66 N=24
M 7.18 7.00 F(1,89)- 0.06

SD 3.29 3.12

Sc-0 Wt Long N-34 N=12
Long Form M 82.47 77.75 F(1,45) -1.46

SD 11.92 10.65

Sc-O Wt Long Form R-400 N=32 N=,2
M 47.63 4,.92 F(1,43)- 0.01
SD 6.90 12.42

Sc-0 Unw Long N=34 N=12

Long Form M 55.15 52.75 F(1,45)- 1.02

SD 7.30 6.43

Sc-O Unw't Long
Form R-400 N=32 N=12

M 33.72 34.92 F(1,43) -0.43
SD 4.41 7.59

Sc-O W~t Short N=34 N=12
Long Form M 48.18 44.33 F(i,'#5) -1.68 *

SD 9.16 7.76

Sc-0 Wt Short N-32 N-12
Form R-400 M 23.03 22.25 F(1,43)-0.12

SD 5.67 8.86

P-0 Scale Long Form N=34 N=12

M 30.76 29.08 F(1,45) -0.34
SD 8.67 8.18

P-0 Scale Form R-400 N-32 N=2

M 28.06 32.92 F(1,43)- 4.25*
SD 7.53 4.96

*P<.05
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Table 4 6

Organicity Scale Mean Scores: Comparison of
Brain Damage Group to Psychotic, Nonpsychotic, Pain, ;id Obesity Groups

Groups
Organicity Scale Brain Nnn-

Damage Psychotic Psychotic Pain Obesity •
Hovey N- 90 60 60 60 60

Mean 3.26 2.27 1.90 2.95 2.45
SO 1.20 1.21 1.32 1.16 1.03

F(1,148) F(1.148) F(1.148) F(1,148)
;24.48-* -42.47.... -2.41 -;18.20

" ° *

Pseudoneurologic N- 90 60 60 60 60
Mean 7.13 7.07 8.10 8.02 6.58

SD 3.23 2.93 3.43 2.74 2.64
(1 f(.148) F((.148) F(11481
-%0.02 -3.07 -3.03 "-1.20

Sc-0 Wt. Long N- 46 43 57 60 60
Group/Long Form Mean 81.24 73.56 73.81 81.48 75.92

SD 11.67 10.18 14.16 10.05 11.27F(1,88) F(I.1O2) F(l.105) F(l.1O5)
710.88- --8.18-- -0.02 --5.63*

Sc-O Wt Long N- 44 17 3

Form R-400 Mean 47.70 39.24 42.67 -
S0 8.59 9.11 5.56

F(1,60) -
-11.531

*

Sc-O Unwt Long N- 46 43 57 60 60
Group/Long Form Mean 54.52 49.35 49.32 55.03 50.95

So 7.09 7.57 9.86 5.93 7.19
F(1.881 r(.102) F(1,105) F(1.105)
;11. 08 * -9.0 S " -0 .16 -6 .50 "

Sc-0 Unwt Long -J= 44 17 3 -
Form R-400 Mean 34.05 27.47 30.33

SD 5.39 5.57 3.30
F(1,60) -
;19.93"*

Sc-0 Wt Short N- 46 43 57 60 60
Group/Long Form Mean 47.17 43.12 43.74 46.50 44.02

So 8.90 7.47 9.49 7.86 8.17
f(1,88) F(1,102) F(1.105) F(1.105)
-5.23" --3.53 -0.17 -3.60

Sc-O Wt Short N, 44 17 3 .-
Form R-400 Mean 22.82 20.76 20.33 ' -

SD 6.59 4.40 4.50 " . -F/1.60) - - -
'1.40

P-0 Scale N- 46 43 57 60 60 S
Group/Long Form Mean 30.33 26.56 24.00 33.05 30.03

so 8.49 7.89, 9.04 6.01 7.89
F(1,88) F(1.10-) f(O.105) L(l,105)
-4.69" 713.16- -3.74 -0.03

P-O Scale N 
=  

44 17 3 -
Form R-400 Mean 29.39 20.35 20.35 " "

SO 7.21 7.72 7.49
F(1,60) -

;18.51*•

"2.(.05 **P (.01 *°*2 <.001 ..... P .0001
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Table 3

Organicity Classiflcation Hit Rate Percentages S
by Cender: brain Daage Croup

0rganicity Scale X i

or Index Males Females X

(1) 2-9/9-2 0.0 0.0

(2) 1-9/9-1 0.0 0 0 5

(3) 1-3-9 0.0 0.0

(4) Ayer's et. al.
Sc Cutting Score 66.2 87.5 X2(1. N-90)- 3.65

(5) Russell's Sc
Cutting Score 69.7 91.7 X2(u. N90)- 4.96-

(6) Golden's et. al. S
F Cutting Score 48.5 66.7 X2(1, N'90)- 2.42

(7) Psychotic Triad
Cutting Score 65.2 91.7 X2(I, No90)" 6.51-

(8) Hs-Pt Index 66.7 79.2 X2(l, N-90)- 1.49

(9) Watson & Thomas a
Rule 1 22.7 8.3 X2(2. N-90)- 11.70"

(10) Watson & Thomas
Rule 2 60.6 91.7 X9(1, N-90)- 8.24--

(11) Watson & Thomas 2
Rule 3 37.9 27.3 X (I. N-90)- 9.75**

(12) WatsOn & Thomas 2
Rule 4 47.0 12.5 X (I. N-90)- 9.12"*

(13) Russell's Key 2
Short Form 62.1 75.0 X (,, N.90)-' 2.40

(14) Russell's Key 2

All Rules Applied 65.2 79.2 X (I. N-90)- 1.79

(15) Markowitz's Signs 40.9 54.2 X 1. N-90)-bl8.71-'"

(16) Hovey Scale 51.5 41 7 X2(, N.90)- 0.74 0 -

(17) Pseudoneurologic 51.5 45.8 X
2
(1. N.90)- 0.28

(18) Sc-O Wt Long Form 63.6 50.0 X2(1. N.'90)- 1.37

(19) Sc-0 Unwt Long 2
Form 71.2 66.7 X (. N'90)- 0.20

(20) Sc-O Wt Short
Form 53.0 41.7 X2(j, N-90)- 0.97 0

(21) P-0 Scale 59.1 70.8 X2(1. N-90)- 1.15

" <.05 "'2v.0l ... P(.001 .

a
Results based on classification into three catagories (organic. Schizophrenic, or 0
unable to be diagnosed) and thus a 2 x 3 X test was performed for each comparison.

bResults based on classific tion into three categories (organic, Schizophrenic, or
invalid) and thus a 2 x 3 X test was performed for each comparison.
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Table 16

Results of Discriminant Analysis: Right Hemisphere and 0
Left Hemisphere Brain Damage Subgroups

Standardized Canonical Unstandardized Canonical
Discriminant Function Discriminant Function
Coefficients Coefficients 0

Scale L 0.85584 Scale L 0.12297
Scale F d.77656 Scale F 0.06072
Scale 4 -0.31782 Scale 4 -0.02841
Scale 9 0.39636 Scale 9 0.03376

(constant) -10.43166 0

Eigenvalue = 0.39997 Canonical Correlation Wilk's Lambda = 0.71430
= 0.53451

Discriminant Function Croip Means 0
(Group Centroids)

Right Hemisphere Group = -0.62180 Left Hemisphere Group = 0.62180

Classification Function Coefficients

Right Hemisphere Group Left Hemisphere Group

Scale 1 1.45988 Scale 1 1.61280
Scale F 0.28016 Scale Y 0.35567
Scale 4 0.39379 Scale 4 0.35846
Scale 9 0.54616 Scale 9 0.58815 *6
(constant) -74.35419 (constant) -87.32710

Classification Results

* Predicted Group Membership S

Actual Group Membership N Right Hemisphere Left Hemisphere

Right }{umisphere 90 70.0% 30.0%
Left Hemisphere 60 33.3% 66.7%

Total of "grouped" cases correctly classified: 68.33%
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reported. Itxe R-orschdchj resultsi, however, over- interoreted a.6 iico!)i-3U~nt.
with clinically signit icant oe.)ressiofl. [he: jxitierit was! (Iescrifx-d as-
h-Aving untdstress tolerance, cognitive? constriction and.iriicn
perceptual inaccuracy. 4o decreas c Solt esteem-, and only ai id suoject-ive
distress was interreu tron tfie protoctol. TLhe conclusion ot tnie evaliation
%as that while puzzling, toie data did not suprnort depr,:ssion a-3 a priimary

Alurost irnrneiatoly aiter tUiat re.port was rC?turned, the patient was
re-reterred with the following explanation: -"55 y/,- Caucas, ian ft-nalo
treatoG fur miajor depression with history ot confusion ano aisorientation
for neuropsychological testing. Provisional diargnosis: ajor -Jepresslon
RIO Ot3b." AS soon as thisi second consultation request was receivedi, tie
supervising psychologist realized with co~nsiderable emarras,7jL-nt wnat had
been overlooKed in the initial evaluation. The neuropsychiological.
evaliation whichi was then pertrrned documented nocierately to) severely
advanced dementia. A siminary ot tuiose data are contained in Figure 4.
Yvbile language related abilitie-s and so,-rato-sensory abilities remai.11d
essentially intact, all higher cognitive abilities including
at tent ion/concenfrat ion, nmrry, and problem - Solvinq~ abilities werc
arkedly inpaireu.

It is felt toat the exrx-rienct- de.s-cribed a~xvre contains a number OL
points %whicn in retrospect shiould have alerted the psychologiSts to the
poxtential tar tile oversight which occurre. -

1. The init'-ri doing the initial evaluation was hi'13hly regarde.0 due to
hier competonce cAimanstraLed durinq the firsit tenr irrths of the training
year. This exue-rieuice, however, includeci limnite-d e-x~xsure to
neuropsychological 3--r-eninq. Furtilieriure tiie int-rn was froir, a couniseling
psychology prograia whicti proviueci relativel1y less preparation than typical
clinical programns in the biolog,)ical ba so1 oL behavior and in t'le evaluation
oil irnuividuali out-iidze at an eciucat-ior-il sottinig. It is fellt that less
experienced psycholoqi sts, narticularly thosie with lillit-d fornial
-3U!Weiiea traiininig in eval-iating nieuropsychological aiior-lers,, ar--
particularly vulne-rable to such errors.

2. Otlier [)roble:rLs contribu~ting t-m error in thi.s ctso incl'Xie a he-ivy
worKload over an extp-naed period oi- time vfich onmtributecI to overly
cursiory supervision and prsueto ac AeVf. clos;urp quicKly. '[he r-ci-kest
tar thisi 'valiata voi ab r-ceived Jurinj tie 1a--t( su'cune-r whe-n sl< intetrlls
%were being supervisedl by only two st.att p-ycholnqiits. Prior U) the sfecormu
evalnlation, tie int(-rnj was the only uSYC'h0loqjiSt to h.~Ve actually Observed
tn.is patif-nt. Yhen t;le utri.-t ovas irit- rvii'wed oy tiie suxrvisino
psycl olociis t (]urin2- th~f soxn r.Ait.. i~a cllect ian, it was clinicall1y
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')~v c 1. Lsa. -i -Ire L i n-' i srue~mr i'as prt na±i oPIs p~s-;Ii OI
,at l. tsiii.Ly, a 'lal) t-,it" TK-it4I i ty nky Ki a)Ior:(d t,,,(

o At ~iorur.-,ce .-, t -riii Lc Ila' Uteasse~ ;isc id-enLi Lied'-
Oy Lr it, C);1zu I '--t ion I- iu t (e!:V,2! np I~o.~ L.sc;wr~o~~ia. e ian

3. 'Lm.l~st- s ' 1 U t tvrt)r LUXL't l i( tfli - v.-2A-hi it W45 E L L ite tc

~ca lyL-Ir: LXit-Winfl:-i inl t P ii six<th docacie ur bvu')ia, -i-ibiquily

Co nS dr.?rm in 0; 'It iir. i o r dt-nent ia. * nru t! is- oaripnt is
r~-avi~oxyoun)q w'rLrOSntn.in 1L 0(--.i*it) L ia, i . i reci.;ely tuiis ige

qr ;up in Vt In * Cr n( I)t Li 'XAV 1*' Ai5 I i -e L y to 'O'O 'e

4. Lni tne r-port L u~tip or ioinla' eVz-iiyitlon i' is rdsiljt
ackiw~ocjelat tile .3h!: L 'y 'Ja"" w4~ ute r-'or L-6i . t~ ',i ~yi

\?ory ecurk)UI1cal w-iyO!(O rIi an I,'tmt cia C'Y1!J6ri-0n'-! betw-enr
vocaux.'Lury il rcoe-- Lvii,, .i:-OiF mirhLI i tv . In a uir ru

~x~u) t. on '?i ax-)~rt iona. ly or ujni-ll ,Wilth AM.- 1,11 wit~hin a
:i'.UO!~JeViai-)f or -w t ron t~ip mean I, t:ie 6hip)lfve,. hL-t'ml us ualILy i s

.~'~i n m 1..of the bX L.t,1uivilenco ot v'jcabuiar atia r-a )nino
a~j L~~ rsulLsin t.conce1:tuaI- (AlL it 100. Reaso)niri1 ability stronu--r

or we~rtilan V,_)Canula;ry eul int 0Urs greitor .-r Lower Lian l00,
r-6 i cLviv.'. ihile t-ie pVttier,t oot.-iinu -n ,stumr~t-d i.,_ wthin tie nor,-na
r=Inqe, OL 56 rtur- neriLeu a clear c~oiLoL disrupted hiqner

a~rfivr- aoiliites, i.e., of poor re-.asoniflq acrnipar4d to vocabulary
abil ity. As a- clin-iciil rulo oL ttrd'n, (.3,s til~ing below 85 should pr~jnpt

lo er ea~inatiofl. vvnitp seve re depression mny inaee-d be acoinanied by
some decline in CQ coe tie scxore of 58 isi clearly excessively low.

5. 8,etore re-vie~i~iq th-is person's \WIMPI, let it be said tnat fail'ire
to) re cogiiiz- centia on the basis or this irstrunent inmy be torqivei.
Des-pit.- mvinfl 4 atempts to mako it. so, tne M4V1I r-imains a notoriously poor
dis'cviminato)r bxLetween brain imna:ir-u ano ron-brain iimpair---d subject. ToS
brxjin with Valirlity issies, OE~iesotn basis for co~ncern iboutI
iflcon.-,ii tpriL itpm ondorseiiy--rit- (frcan t~ie crxiibiniation o- Ii~ and C.'-) the
pr.ito,()L appears- inte-rorebible. kesponse bias inuicator! provide sor
ov idence (A aye: 'C~OtsE~flft. but rit. of sev,:re prop.ort-ions (r iD6 and
siuri oi- Obviuus tiinis -uutli, F-scotie. t1 higri point tria.:d oi scales 2,
7, anu 6 is ai ta-W~iar pitt,-nrnimijl soon in inijivioual:, oxiriencing a
niqh 1,-vA of di~r5.Lix1nation ol. tie Hiarris arta Lin~oe- .subscales

lUW hi dinz. t~- Lar subjective depr-s',1on anJ for Lee-ing
ov" -r 'telI Thx I Ccm-)act.i-Y.)flttee '-n on iwi aIJ mJ is consistent. with

dC.IW~'II~iA umsuc -,suL c-xuinu T he i%lchylfsU L)EP s--iprn)rts thfE
OV-! I 1C)nIcl uJ on GL .A-vr.:inW. itip t:ie OR., s-crt slJCJ4esft5 cx~pla inttb

~ tIii~Iv-- c~ianl:2e ;. ti 0 scAle leIvat ion s~ujez-ts tne social
Witrdrwai'YI'VK')y5''T I rqcior,)ri,ieu ner-soris. P'he io;-%C of- 694 in a '%%I t

nm mn;t 0"i-s~p~ino s'ubStanIrce abuso.

At a Wrksneo), -i. %P11iam Leiu'mmt /~rrny t'V ic' Cent-r, tLis patie:-nt s
.~dIwas oroint'(j ul i" t-, NRcxr'' Greene, autior )f t ,e successful A4414

t'Kt and an ox~'v r itenc-xi nuri 'inr'vc-no[o1-3t . H- did norKAc~b
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neuropsycio logqic-i inpa irnent as a diagnost ic opt ion. ,e'rre~s .- vi~
CL the aet-,criotors in the, intern' s reuport oL the 4MiPI rva "ct~n:usinn,
mverry ditticulrties aild p.-ych(~ToLot rk-Lar(Iat~ion.ql 1Tose cfiaract-risrucs --

might reasonably bring~ neuropsyc:-iolo.)iiaL deticit,- to ninA. 'iri 0
O:)istilation or.i arris anu Lingoes scale elovalk-ions ol, ionh/ scon in
persions %Oic are feeling overwheliw-Ki CPYR-ODt L ~IARDAJid.' an,; -t,-qbkL
WALLNLS5i undier scale 2, SArJ.'iL utuer scale- 3, anw2dt;)A

I\LbtNA11ON, LJS OF L. iA UY-xl'1 anu uD)SS 0 ' S'm'-'NfV -

under scalo 8) isi cx~oly seen with brain ipr- pers;ons w-io aro
fright-ned by their inability to) function elffectively. Remimbring no
AigginS' ORGAN1C SY'lP'iu'16 scabe ele vation, at loeast rtotciIlsm
basis for raising suspicion of brain imnpairmnenrt aPpearsi to be pr.-sont.

6. Tob begin a review of tne Rorsc':ach, it apryearsi to be a va~i-i
protocol. Although Lwy~a is hnigh (1.4), R is alio stiftiicieiitlv hion to
proceed safely to examnine the structural summtary. The D) of -i suqqestsi
limited stress tolerance. The absol-ite vie( ot EA4 suig~ests r'-lativ-1y
limited coping resources and tne LB C)L 2:1~ impl i-s an abienco or a
onsistently employed problem solving approach (ire-. about that l~..)
Turning to the eb, 4 i;vs is unreinarr~able ana 2 i'Ys is-- barely beyonJl t'e
rnormal range. 'fhi bk.A o& 2 is too low for very serious consideration or
schizophrenia as a dJiagnostic hypothesisi. Thbe UtPi is 0! Nis rAt::;on

shows no~ne of the more pathological signs oC aepressed effect or ideation
and shows a rormal or appropriate degree of self focus. Thus tner- is
essentially no. support for either reactive depression (nF=0, Y=2) or
chronic/recurring deore's ion. The 6CZ1 helps to call atteantion b- problemns
with perceptual inaccuracy (k+-t=57, X+ =54 and with 8 of It r Lor
resnponses being minuses). The mrost recent Rorstchach Workshop's ne'wslett-r
published by John hxner recornmends routine computation of a 11?m.)xV" (mei(
percentage of all minus form quality within R). Hie t-,nt-itively recoiruenL7
15t as a criterion for concluding the presence of excessiv- severe
perceptual distortion. This protocol stiows a -?,)x% ot 33, clerirly unplying
severely impaired perceptual accuracy. Review of special score.3 re veal: an
apparent absence of thinking disturba~nce accompanying tWet seve:-re perceptual
problems. Gont-inuin4 a standard "sweep"1 of the structural sumniary, ,d is -

noted to be beyono ~':ra range. MhiLe this person appear.: to) be an
under incorporator, a cognitive characteristic often seen amoxng hysterics,
tnis teni to be anl enduring stylistic issue and is unli-,ely to reveal much
diagnostically about the basis for thiis patient's u-teriorat-d funlctiofling.
when this pers on responas with spo~ntaneous action rather Wian cerebral
retlection, sne is Ii~cely to show adap'Lively fnDaulatpri affect (2C+)
She shows a rnila teniency toward withdrawal ifron eirotionally laden stimuli
(Afr) ancJ a stronger tencoency to avoid dealing with ctnploxi ty in her
envirjnirtleL (Laiunda). It night tiirly be said that she is3 cognitively
unambitious (W:M, Zo, anid wN:D) and ratier riqir-i (a:ro andA .a:Mp).

esie.Clearly contradlicting tht, o iaqncs r s ot uepre s u ), '-'e
kr-ciirach urtc cntains a number oi Geature,; which arr- cons.istent. with
tr*urops ychu log ica i Ln,-KI .rlient.. P-riiaro-" Wt-e noSt. StrLii Liiini in this
rrecor Li tile hiqn inci--tice of "I-" or arbitrary fo-r-m qual it-y. hxn 'r
Lre-quently, r..oints ou LIatc respnd ii t,, tml t~or.-chacfi inkblotis is
fliriuanentai-l Ly a [xArc?uua!L :roblern oin tas-K.. rlS- per-on' S &~v-IrAy
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ii~i r~iperceptual accuracy is- thus quite onsiste-nt with the impaired
problem solvingj abilities riot-.i in the nce*uropsycho Logical evaluation.
Aithougn j(:xd research into Rorschach pterformnance in a neuropsychologically
imnfit icl oooulation is still quite linitea~, one tinding reported by Exner's
group is a ni1gher incidence of 'axnbitents" than in the norrrml population.
Amnbifi nts arte tnose persons witn a difference of Less than 2.5 between the
numni>,r ui) humn mvelaenL response~s anu the weighted sum of color responses.
Ambi/?nrt-s show a ffoladaptive inconsiste-ncy in their problem solving
approacn. They art, obten observed to vacillate and [ail to learn
efticieritly froffmr tneir 'Ibine.Tis patient's id3 of 2:1 shows her

IterI ) tuLiiLl tne ambiz.t nt ctriterion. Another cognitive or speech
L(datrsi oLtten rkote-d in brain impaired persons is perseveration.

haenonie o tne Conprehensive SysL,7m's criteria for scoring perseveration
are ;iy?L, it i!-3 interestina to not- trie extraordinary freuency of clothing
amntn r-soonses. while one fourth of all responses contain clothing 0
0c1nteCnt (wh-iCri is3 remarkable in and of itself), five or the final eight

r.~~xsts cn~~nCLOthjinqi CYinteft. F'our of those five clothing content
r-,sponses wer2 scoretj "minus" for form quality. Thus, the patient appears
to (ieaunJstcatk- sijnfiicant irirlexibility regarding re:sponse content at
qref.,t bxpns ;x rceotual accuracy.

Tho iour~x)se, ot re--vi-winy this case is to illustrate the need for
nieriesstf tne presence of dem-~ntia in allegedly depressed patients.

Psyc1holoisits with little expe-rience working with brain impaired persons
and those who get professionally "overextended" mray be particularly at risk
for overlookiny tni3 possibility. For those who may routinely employ the
:Dhipley a3 fart oc a personality screening battery, by all mans attend to
t.,e (j~ SCOLte. 6,hen re-viewing personality datat on "depressed" patients with
theP AAPI and Rorschach, keep in tminJ whiat little is known about the
a,aract. risLics of a brain iinoair-d reference group on those personality
instrunments. Th-re is no shortaige of instruaents and procedures for
ass:?-ssinq th!-e presence oL neuropsycho log icalI irnpairent in general or
Jewt-untia in prticular. Unltx,; tne psychologist recognizes the need to
emiploy tn(-ose technique", however, t-leir value is, shall we saiy, limited.
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COMPUTER PRINTOUT OF MMPI PROFILE
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TRS-80/h~tPI SCOlRINGS PfUGRA4 (FORM4 R)

DATE~: 08/U2/84
AGE: 55
SEX: FL14ALE

RAW S(X)E T-SC)RE EI.EVAT ION

Q (cANo(Yr SAY) 1 41 (Q)
L 6 57 (L)

F 10 71 (F) +

K 11 48 (K

liS (1) 14 64 (HIS)
D (2) 36 82 (D) ++

D-0 24 79 (D-0) +

D-S 12 54 (O-S)
D-1 (SUBJEJCTIVE DE.PRESSION) 21 81 (D-i) ++.

D-2 (PS Y*.10011R RETARDArION) 11 76 (D-2)

D-3 (PtiysicAL MLrON )6 67 (D-3)
D-4 (1MLt'AL DLJLLNLSS) 11 91 (D-4)

D-5 (BRX)DI.\G) 9 93 (D-5) ++

4Y (3) 29 68 (HY)
HY-0O 16 7U (kiY-O) ++

HY-S 13 50 (KY-S)
HY-1 (DENIAL, OF soci.L ANxi~~Y) 2 4 3 (d'f -1)

a(Y-2 (NEtfl FUR AFFEMrON) 4 47 (HY-2 S
HY-3 (Lsra-mALAist) 8 70 (HY-3) ++

HY-4 (SOMA7IC WKPLAINTIS) 9 66 (HY-4)

kIY-5 (INHIBITION OF AGRESSION) 4 54 (HY-5)

PD (4) 18 58 (PD)
PDO10 64 (PD-0) -

Po 8 47 (P0-S)

PD-i (FAMILIAL DISCORD) 3 57 (PD-i)

P0-2 CAL HDRITY PROBLEMS) 4 54 (P0-2)

P0-3 (S)CIA1 LNIPERTLRBABILITY) 4 39 (P0-3) -

PD-4A (SOCIAL ALI& FiIO~i) 7 56 (PD-4A)

PD-4B (SELF ALIENATION) 11 78 (PD-4i3)

14F (5) 36 51 (ME')
PA (6) 14 68 (PA)

PA-O 7 67 (PA-0) +

PA-S 7 57 (PA-S)

PA-i (PERSDURY IDEAS) 2 51 (PA-i)

PA-2 (POIGNANkCY) 5 69 (PA-2)
PA-3 (NAIVkf±E) 2 42 (PA-3)

Pr (7) 35 84 (Pn)

sc (8) 36 87 (SC)
SC-lA (SOCIAL ALIENArION) 5 55 (SC-iA)

SC-lB a(vofUONAL. AL~AtNION) 7 94 (SC-lB) 4i

SC-2A (L. OF E. M.-GDG4ITIVE) 6 79 (SC-2A)
SC-2B (L. OF E. m.-cjNArWEb) 13 105 (SC-2B)
SC-2C (L. OF E. ;4.-DEFECrIvE i1isirION) 6 74 (SC-21C)
SC-3 (BIZARRE SONORY EXPLRI 4CkS) 9 75 (6C-3)

MA (9) 16 5-4 (MA)
10- i 66(M-

MA-S 6 38 (YA-S -E

MA-i (AMHALUY) 3 64 01A -i)

,MA-2 (PSYUiYXIOR N2ct.-LERArioN) 5 6U (MA-2)
MA-3 (IPERTR'JBAB I f) 1 38 (;v%-3)
MA-4 (E.IX INrIATION) 2 46 (MA-4)

Figure 2a

MMPI PRINTOUT
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SI (0) 46 72 (SI) -

ES k3-T~Gh 29 32 (ES) -

MAC AL~MHOL (POSS. =24-27, PROB => 27) 25 72 (MAC) ?
O-H (OVERCU.)MflJLLE HOSTILITY) 15 57 (0-H)0
CA (CAi)ALITY) 19 63 (CA)
LB (IDW BACK) (POSS. =11-13, PROS. => 13) 10 53 (LB)
DY (DEPkE4Dt.NCY) 35 63 (DY)
DO (DO)MINANC2E) 9 37 (00)
01N (LwNrRO)L) 20 46 (CN)
ORG (ORGANIC SYMP'1OIS) 16 70 (ORG) +

REL (RELIGIOUS FLINDAME.NTALISM) 9 57 REL)
i*S (MANIFEST wsiITY) 10 54 (lKOS)
SDC (SOCIAL ADJLI'M&kT) 15 60 (SOC)
HEA (POOR HIALfl1) 13 69 (HEPA)
PhO (PHOBIAS) 11 55 (PHO)
FLM (FEMININE Ir~ERESTs) 22 56 (F~L)
PSY (PSYCiCrICIS'l) 15 65 (?SY)
DEP (DEPRkL.SSION) 23 7d (DEP) +
MOR (POO)R MORAL.) 18 69 (MOR)
AUT (AUTHOVRITY CONFLICr) 13 63 (ALI) +
FAM (FAMILY PR0tLJ-Y.lS) 2 42 (FA6%i)
*rYP (riY"IA.IA) 15 56 (HYP)
ALi-SH FACLOR A (AtXIrY) 27 64 (A)
AELiS FAC1OR R (RLPRetbSION) 20 55 (R)
IR (TEST-REsE-T 1.%01 X) 5 68 (TR)
ia (ARE-LESSNL;S) 4 64 (C,:'
3F (BLACK INFkR ULNJCY) 9 68 (BF)
DS (DISSIMuLATION) 15 67 (DS)
MP (POSITIVE MAfIN'J3URt'G) 13 54 (MP)

SDEVIA~r BtxLIES *

MY SPEECH IS '1hh. SAME AS ALAAYS(F)
IF PEOlPLE HAD tcf hAD IT IN FUR ME I WOULD HAVE B& MAN MO1RE SUCCLSSFUL

PRC&r ENDORSED 13 %

**DEVIANT THINKIN~G A:4D EXPERIECE *

MiE I At WJITH PEOPLE I AMl BaniERED BY HEARING VERY QUL- ThIN:;s
PECULIAR ODOJRS 0ODME TO ME Ar miis
I HAVE HAD SOME VERY LIsUSUAL RELIWLUSEYPERI!:NCE

PERCE;NT &NDORSkD = 27 %

*ANTISOCIAL Ari r(JDE *

I DO)N'T BLAM4E ANYONE FOR jflyING '10 GRAB EvERyTHING HE OmN a::T IN THIS AoRLD
MOST PEOPLE MA.KE kRIr;NDS BECAtWE FliIE.NDS ARE LIKELY 'TO SL L5LFUL ID IE04
I RAVE NE.VER SEEN' IN 1't.uBU& b'II'H ItiE LAivi(F)

PERLL~4r ENDOSED = 33 %

si~xUA. ONCE;RN AND DEviArIoN

I WISH I Wh.RE NOT OYI')ERWD BY TSW ABOUTI SLX

PehCNT EN1XORSED =14 %

Figure 2b

f'MPI PRINTOUT (continued)
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STRUCTURAL SUMMARY

= 24 Zf 6 ZSum= 13.0 P 3 (2) = 8

xcation Featurns Determinants Contfnts Contents
(Blends First) (Idiographic)

= 2 H = S =

(H) = It = 1 .. ............ 2 

= 14 Nd 2 Cg =6 Papoose Carrier

d 8 (Hd) a. = ....... ............ I

A =8 E. =

= 1 (A) = ....................

Ad = I =
IW = (Ad) = i

S(Ad) as ....................
M -- 2 Al = s

FM 4 An =H

0Q M Quality m = Art = =
C = Ay =Xy ................. ..

4Cn =
CF =

=20 0 FC =2 Special Scorings

= w = 1 =
C' F = S-CONSTELLATION (Adut) DV 2

S- - FC' = .. FV+VF+V+FD > 2 INCOM
T = ... .Col.Shd 81 > Q FABCOM
TF=

.or. Quality FT = .3rj (2)/R < 30 ALOG -
S..Zd > + 3.5

rQx FQf VF = •X•ep > EA CONTAM

FV = .... CF-C > FC
- = Y =X < 70 CP -

=13 o = 8 YF = 3
FY = 2 MPR

v 3 w = 2 rF = P 3 or >8 PER "

8 4 Fr = .. H S2V- .

FD = . .. R < 17 PSV
F =14 .3 ... TOTAL

;CZI = 2
)EPI = 0 RATIOS, PERCENTAGES, AND DERIVATIONS

'Sum-Zest = 13.0 - 17.0 FC:CF+C = 2:0 Afr = - = .60
15
8 0

= 4.0 W.M = 2:2 3r-(2) R = 72 = .33

ES = 2:1 LA =3.
W:O = 2:14 Cont:R = 6:24

b = 4:2 ep = 6
L = 14 H-4-HdA Ad = :8

F-.O= 4 m= T= C'= V= Y= 2 1 1HI.Hd, A)-Alj 0:0

48 H-A.Hd -Ad 13.2i,ends:R = 0:24 TT- = -4 
=  

57 "

3Pa 0:6 /-- =S4 :..i

24

%= 0:2 8 XRT -

0:2 N .33

Figure 3

RORSCIiACII STRUCTURAL SUMIMARY
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0

RESULTS OF NEUROSPYCHOLOGICAL EXAMINATION

PATIENT: H A AGE: 55 SEX: F EDUCATION: 12th HANDEDNESS: R

DATE(S) TESTED: 14 Aug 84 TESTED BY: Anderson

WAIS or WISC-R HALSTEAD'S NEUgOPSYCiGLCAL TEST 2.'TERY

Vi0 -------------------------- -82 Cate 2r Test (51+) 91*

SIQ-----------------------------85 Tactual Performance Ic %=t VII8

FSIQ ---------------------------- 83 ____________

V1S- ---------------------------- Dominant Hand: Discontinued due to

Total W ------------------------ -

Lnformatin .---------------------. Both lands: agitation.
Co:.preheo.5i a- ..... n

Arithretic ----------------------- 6 
(15.7+) Total Tir..

Sirilarit i-- ----------------- -- 6 (5-) Memory

Digit Span ---------------------

Vocbulir ----------------------- (4-) Localizati

Divit Symbol ----------------- Seashore Rh't he Test k6+)
Picture Complti Sotah -------------

8lock Design ------------------- - Raw Score: _.. 10"

Picture Arrannement Sp oech Sounds Percept on Test: 14"

Object Assembly ----------------- _
Coding ------------------------ --

Mazes -------------------------... Finger Oscillation T-st (50- i range~~~~Dominant Hand: 43_ maie ag

WRAT Non-dominant Hand: .

. . . . . . . . . . . . . . . . ..- - IMPA MENT INDEX: 1.0

Test Results: Raw Grade U
Score Rating STRENGTH OF GRIP

Reading 7.6 25 Dominant Hand: 20 kilo rar.s
Spelling 7.6 _2 A5 Non-dominant &and: Is kilorms

Arithmetic 15 3 239. ..
TRAIL MAKING FIST

Part A 32 seconds, 0 errors
PECPU1470

SENSORY PERCEPTUAL EXKAMINATION Part B ___ seconds, 0 errors

R L Aphasia (errors. #11, 25, 29

Imperceptions: Tactile 0 Q0 Dyscalculima_Imd constructional prob lems

Auditory 0 Q , IPI WELSH CODE.:

Visual 0 0 872"0'361-495/ !'L/K:

TFL 0 2
...... S oedjae Semantic Figura

TFR 10";O I0O'Ix 5ate 4 SRT-

De. . ... .4 Disc"
Grooved Peg Board
R-92(0) L- 118(0)

Figure 4

RESULTS OF NEUROPSYCHOLOGICAL EVALUATION

264
I

" ", . - -...............-............................................................................. 'i'-:,



nonitoring may need more dynamic and specific procedures
can be obtained by fixed batteries.

ig this phase, the patient may become a more appropriate
idate for intensive long term cognitive rehabilitation. The -
of interventions depend on the particular dysfunctions, the

s of recovery, and resources available. These interventions
experimental (Miller, 1984) but often useful with carefully
:ted patients. It is important to have a conceptual
rstanding of such interventions -ind carefully select
?nts (Luria, 1963; Rothi and Homer, 1983). Unrealistic
atations need to be avoided while encouraging the family and
?nt toward continued recovery. With the more severely
,red patient, the family may be desperate to find some
rt or magic to resolve impairments which may be
angeable. Family members may be vulnerable to false hopes.
neuropsychologist has a responsibility to make family 0
-ventions which facilitate realistic expectations. Acceptance
npairments and environmental adjustments rather than heroic
mpts to modify the unchangeable may be the most realistic
in some cases. The technology of cognitive rehabilitation

ew, experimental and promising though often limited.
rrals to appropriate professionals, agencies and institutions 0
be necessary. Functioning as a team member is an important
for the neuropsychologist as rehabilitation of the severely

Lred patient is usually a rehabilitation team effort (Diller,
With the less impaired patient, ongoing psychotherapy

Lng with the existential dilemmas resulting from disruptions
he intra and interpersonal world may be necessary.

GUIDELINES

i the phases of head injury recovery, the impairments .
antered during each phase, and the assessment and
gement needs of all concerned, the following guidelines are
-ed to the neuropsychologist:

o Adjust assessments and interventions according
to the phase of recovery.

o Avoid using comprehensive fixed batteries in the
early phases.

o Use specific procedures which have been 0
developed for a phase.

o Focus the assessment upon orientation, arousal,
attention, concentration, rate of information
processing and memory in the posttraumatic and
r apid recovery phases. S
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Intelligence Scales can be useful with patients who have
recovered sufficient basic functioning to manage such tasks.
With the more severely impaired patient, it may be premature or
impossible to use the intelligence battery. Because the patient
is making rapid changes in this phase, it is inappropriate to
make any determination as to the absolute outcome of the 0

patient's problems. Extensive batteries of neuropsychological
evaluation are often inappropriate during this phase of - .

recovery. The assessments can be accomplished in briefer
periods of time and with less stress to the patient. Because a
leveling off will not occur until the plateau phase, the results
of comprehensive evaluations will not give an accurate picture
of the long-term deficits. A Luria Investigation (Christensen,
1975) can be useful to scan the overall higher cortical system
to both determine deficits and monitor changes. The Rey
Auditory Verbal Learning Test, the California Auditory Verbal
Learning Test, Benton's Serial Digit Learning Test, the Selective
Reminding Test, and similar procedures can be useful to explore
the patient's overall verbal learning ability. Memory assessment
in both verbal and visual modalities is important. Memory
assessment can be accomplished with the Wechsler Memory Scale
Russell Administration. The registration, storage and retrieval
of both verbal and visual modalities should be assessed. Memory 0
assessment must include delayed recall.

During the rapid recovery phase , the milder closed head injury
can often benefit from some cognitive rehabilitation. However,
due to rapid changes, foundation skills should be the focus of
intervention (Bracy 1983). In the rapid recovery phase,
therapeutic support of the patient and family can be helpful.
Consultations regarding issues of return to employment or
change of vocation are common with mild closed head injuries.
With the more severely impaired patient, continued efforts are
often necessary from a variety of rehabilitation specialists.
During the rapid recovery phase, the more severely impaired 0
patient will need on going stimulation and adequate environmental
input to enhance improvement without overtaxation.

Plateau Phase

In the plateau recovery phase, the patient's progress will
typically level and persistent impairments will manifest
themselves. At this point, more comprehensive neuropsychological
assessments and predictions can be made to determine the
long-term residual effects of the head trauma. Comprehensive
batteries of tests are necessary to explore all aspects of the
patient's higher cortical functioning. Standardized
neuropsychological test batteries can be supplemented with other
individual neuropsychological tests as required to meet the

special needs of the patient and to explore deficits in detail.
Most of the standard batteries do not adequately assess
attention, concentration and memory. Specific areas of deficit
require a flexible approach and are rarely explored in adequate
depth by standard batteries. Cognitive rehabilitation planning
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lucate the staff and help them with behavioral management of
e patient. Families may need further support and education.
gnificant others can be coached to become useful therapists
ir the patient. The patient may need interventions to aid
-ientation, attention and memory. Adequate stimulation should 0

given the patient to challenge, but not overwhelm tenuous
formation processing. Complex cognitive tasks should be
,oided. The patient's energies will normally be limited with
irked mental and physical fatigue. Demands should be brief.
"equent rest and sleep is often required. Family members can

guided to make these interventions and will often intuitively 0
ovide the needed support.

Rapid Recovery Phase

the rapid recovery phase, the patient's arousal system will
!gin to clear and basic information processing will improve. In 0
Ider head traumas, the clearing may be quick. Severe injuries
11 be more gradual. Attention, concentration, mental energy,
-ientation, and memory functions all improve. In milder injuries,
ie patient and family may think the patient is back to normal.
wever, under stress, the patient will demonstrate significant

ipairments. The arousal deficits may be more subtle and 0
fficult to assess than obse.rved in the posttraumatic phase,
it with appropriate procedures the patient will demonstrate
,gnificant impairment. If tasks of attention, concentration, and
?mory are escalated in their complexity, the patient will often
ive marked difficulties. As basic information processing
iproves, the patient may become more and more aware of
-oblems that were masked during the earlier phases. Emotional
-ises may emerge. At the same time, patients may develop
-emature and unrealistic expectations of themselves to return

the full demands of personal and vocational functioning.
itients may plunge back into these pre-injury head trauma
?mands with little appreciation for the deficits. Patients often .
<perience frustrating failures due to unrealistic expectations
F recovery from closed head injuries. Patients may need help

make a more objective self assessment and gain realistic
-derstanding of the existing deficits. Often patients need
-actical guidelines as to when to return to school or
nployment. 0

ise-sment during the rapid recovery phase is best done by
istruments which are not highly affected by retest because
ierl may be a need for repeated assessments of change.
, essments should focus upon the continued fundamental
iformation processing problems. Gronwall (1977) developed the •
kred Auditury Serial Addition Task to evaluate concentration
-oblems during this phase. The instrument is most useful in
3 ing determinations as to when a patient should return to
nployment in mild closed head injuries. Procedures that assess
)eed of information processing, such as the Symbol Digit
idalities Test and the Trail Making Tests, are also useful.
eating a baseline of overall functioning with the Wechsler
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using the scale. The Glascow Coma Scale can also be used to
help the family understand the coma state. The families
expectations for the patient may be guided by understanding the
coma stages. During the coma phase, management of the patient
is often left to the medical staff, physical, speech and S
occupational therapists. Many things can be done for the
patient during coma which may enhance recovery (Nelson, 1983).
The neuropsychologist familiar with these interventions can
often consult with the family and involved staff. Interventions
with the family can be most useful. The family of a closed head
injured patient faces a most uncertain and stressful situation. S
Education in the phases of recovery can be organizing and
reduce the stress resulting from uncertainty. Referrals to
local and national head injury support groups and educational
literature can be helpful. These interventions must be delivered
in a sensitive and timely manner. Many families need less help
than others. 6

Posttraumatic Amnestic Phase

During the posttraumatic amnestic phase assessment of
orientation, attention, memory, and rate of information
processing is most relevant. A careful interview with a 0
neurological mental status examination (Strubb & Black, 1981)
focusing upon orientation, attention, memory, and mental control
can quickly identify arousal system dysfunctions. Formal tests
of orientation can be useful to identify and document the status
of the patient's arousal system. The Galveston Orientation and
Amnesia Test (Levin et al., 1982) is an instrument specifically 5
designed to measure the patient's posttraumatic amnestic phase.
The Galveston Orientation and Amnesia Test provides a daily
charting of the patient's progress and indicates normal and
abnormal mental status for this level of recovery. Simple
memory tasks checking registration and delayed recall of verbal
and visual information are useful. Luria (1976, 1980) memory
tasks can very quickly assess the stability of memory traces.
The Russell Administration of the Wechsler Memory Scale can be
administered to less severely impaired patients. Simple
measures of speed of information processing such a6 the Symbol
Digit Modalities TLst or the Trail Makinq Tests can be
administered to some patients. ihe posttraumatic amnestic phase 5
of recovery requires minimal testing. Administration of
comprehensive neuropsychological batteries is not appropriate at
this time. They put utinecessary stress upon the patient and
offer no more useful clinical information than a focused
assessment. The results of suc:h batteries will over estimate
impairment, because the basic foundation of higher cortical .O

functioning is impaired and undermining other higher cortical
functions that may in fact be intact. Interventions durinq this
phase include consultations with staff and family. Medical staff
in centers not specializing in head trauma may be overreactive
to the patient's disinhibited behavior and altered orientation.
They may want to sedate the patient with medications which can
interfere with recovery. Often the neuropsychologist can
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dysfunctional. The patient responds to the environment through
various behaviors. However, the fundamental information
processing is limited. Although the patient may appear
responsive, conversant, and mobile: information processing is
fragile. The registration, storage and retrieval of new and old
information is variable. As the restoration of the fundamental
functions continues, the patients responses become more and
more reliable.

During the rapid recovery phase, the arousal system is
continuing its repair and this allows manifestation of other
higher cortical processes. The patient is able to do more
mental tasks. At this time, weaknesses of higher cortical
functioning may demonstrate themselves were formerly they were
masked by the fundamental deficits of the arousal system. As
the arousal system completes its recovery, a leveling off of
functioning occurs. Recovery may plateau at different levels
depending upon the severity of impairment. Rarely does the
arousal system return to pre-injury baseline even in very mild
head traumas. During the plateau phase, the foundation system's
restoration comes to a near standstill. In the plateau phase,
persistent higher cortical impairments are manifested and can be
better evaluated. Further spontaneous restoration is usually
minimal. If the arousal system is minimally impaired, the patient
may have good basic information processing skills and learn to
work around other higher cortical deficits depending upon the
extent and locus of other impairments. Any impairments in the
fundamental arousal system will continue to have an erosion
effect upon other higher cortical abilities with the extent
determined by the severity of the impairment.

APPLICATION OF THE THEORY

The above theory has implications for patient assessment and
management. A variety of individual and battery procedures are
available to the neuropsychologist (Lezak, 1983; Osmon, 1983;
Pendleton & Butters, 1983). The rationale for test selection for .* -- 7
the head injured patient can be guided by an understanding of
the phases of recovery. S

Loss of Consciousness/Coma Phase

During the coma phase, the Glascow Coma scale is the standard
instrument for monitoring the level of coma (Teasdale & Jennett,
1974). The scale measures: eye, motor and verbal responses to -

various stimuli. A numerical score results determining the level
of coma. Lower scores indicates deeper coma (range is 3 to 15).
Usually, the medical staff will use this assessment tool. The
neuropsychologist must be familiar with and able to use the
Glascow Coma Scale. The depth and length of coma has some
correlation with severity of injury and the ultimate outcome. 0
The staff may need some guidance from the neuropsychologist in
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and extent of injury. Patients will predictably have problems
with attention, concentration, rate of information processing and
memory. These problems often overshadow other higher cortical
dysfunctions such as executive, language, visual-spatial, motor,
sensory, higher intellectual and emotional functions.

The first weeks and months following the posttraumatic amnesia
stage is alled the rapid recovery phase. During this time,
patients may make significant gains. Global measures of
intellectual functioning often improve dramatically within several
months. In fact, major gains are typically made during this 0
period. Bond and Brooks (1976) demonstrated that patients
rarely change outcome categories after the six month period of
recovery.

Following the months of rapid recovery, patients tend to level
off in their recovery. Patients now enter the long-term plateau
stage. Improvements are gradual. Impairments may persist with
little change. The patient often has to learn to compensate for
dysfunctions rather than eliminate them. Deficits may be
identified which the patient or family had not previously
recognized.

THEORETICAL EXPLANATION OF THE PHASES

The alterations of consciousness during coma are related to
interruptions of brainstem and higher cortical interactions. Due
to the trauma, some type of injury to the arousal mechanisms of
the brain has occurred and results in loss of consciousness or
coma. The level of coma is likely related to the extent of
brainstem injury. As these mechanisms adjust or restore
themselves, the person regains consciousness. However, the
arousal system remains impaired and dysfunctional. More time is
required for maximum restoration. The arousal system is a
foundation for all higher cortical functioning (Luria, 1974, 1980).
The arousal system is fundamental to all information processing.
Alertness, mental energy, orientation, attention, concentration,
selectivity, and various aspects of memory all depend upon the
integrity of this basic system. Impairments of this system 0
undermine all other higher cortical functions: the extent
determined by the degree of dysfunction. The restoration of the
foundation functions allows other more complex cortical functions
to manifest themselves.

During the coma stage the foundation system is impaired to an
extreme degree. The patient processes nothing. In a sense, the
higher cortical system is shut down. As the arousal system
begins to restore itself, the patient begins to attend to" -

environmental stimuli. Both the arousal system and its
responses are very weak. The depth of coma varies as the - -

system improves. During the posttraumatic amnestic period, the •
patient's arousal system has improved, but remains severely
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reconstitution (Rothi & Homer, 1983). The effectiveness of
interventions to rehabilitate cognitive/behavioral functions and
modify the recovery curve remain to be demonstrated by
research (Miller, 1984). Some evidence indicates promising
efforts in rehabilitating cognitive functions (Luria, 1963; 0
Goldstein & Ruthven, 1983; Rosenthal, Griffith, Bond, & Miller, . -

1983; Edelstein & Couture, 1984).

Various phases of recovery in closed head injury are observed
by many persons working with the head injured (Imes, 1983; Levin,
Benton, & Grossman, 1982; Rosenthal et al., 1983) and typically 0
include the coma, posttraumatic, and long-term recovery stages.
Elaborate schemes such as the Rancho Los Amigos Hospital eight
levels of cognitive functioning have been devised (Imes, 1983).
The three phase scheme over simplifies. The more elaborate
scheme is too unwieldy for routine clinical application.

There are four general phases in the recovery of mild to severe
closed head injuries. The four general phases are the initial
loss of consciousness or coma stage, the posttraumatic amnestic
stage, the rapid recovery stage, and the plateau stage.
Although there is considerable variability in all aspects of head
injury (the mechanics, locus and extent of damage, 0
neurobehavioral consequences), all head injuries go through these
stages sequentially. The length of time in each stage and the
demarkation of the stages vary from case to case depending
upon severity and type of injury. In milder injuries the patient
may rapidly progress through the stages while the more severe
injuries will have prolonged stages.

Patients will have predictable neurobehavioral symptoms during
each of the stages. In the loss of consciousness or coma
stage, patients will have altered alertness ranging from barely
arousable to total unconsciousness. The depth of coma can vary
over time. The length of this stage may be moments or months.
Patients may gradually or rapidly regain consciousness. Between
the stages of coma and posttraumatic amnesia, patients may be
irritable and uncontrollable. Behaviors can be extreme and
bizarre. Patients may be noisy and unruly.

In the posttraumatic amnestic phase, consciousness is regained. •

The patient may appear awake and even be ambulatory, but will
be disoriented and have memory problems. These problems may be
mild or marked depending upon the severity of injury. Patients
may appear to be processing information. However, later
interviews indicate little to no recollection of their experiences
during this stage. The length and severity of the posttraumatic
amnestic stage can vary. In the milder injury, the time
involved may be minutes or hours. In the more severe injury,
the posttraumatic amnestic phase may persist for days, weeks or
months.

Once the disorientation and amnesia clears, patients may have a 0

variety of higher cortical dysfunctions depending on the type
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THE NEUROPSYCHOLOGICAL ASSESSMENT AND MANAGEMENT
OF CLOSED HEAD INJURY: GENERAL GUIDELINES

MAJ Lloyd I. Cripe, PhD
Madigan Army Medical Center

Abstract

This paper discusses the phases of recovery from
closed head injury and the most useful general
neuropsychological assessment and management during 0
these stages. The four general phases of recovery
are the loss of consciousness/coma, posttraumatic
amnesia, rapid recovery and plateau phases. A theory
of recovery during the phases is presented which
offers a rationale for selecting appropriate
assessment devices and interventions. Various S
instruments and interventions are discussed.
Guidelines are presented. Issues relevant to the
neuropsychologist in the military medical setting are
mentioned.

INTRODUCTION

Recovery from brain impairment depends upon multiple factors
(Miller, 1984). Factors include: age; type, extent and severity of
lesion; time since injury; degree of overlearning; time since .-
acquisition of skills; the social environment; family support;
interventions and their timing; intelligence, personality,
motivation, and emotional state. Although patients recover at
different rates of time and to different levels, there is
consistent evidence indicating rapid recovery during the three
to six month period following posttraumatic amnesia. In milder 0
head injuries, recovery can approach premorbid baseline (McLean,
Dikmen, Temkin, Wyler, & Gale, 1983). Between six to twelve
months, recovery continues at a slower pace. A clear leveling
off occurs between the twelfth and twenty-fourth month. Bond
(1983) reports infrequent changes in the Glasgow Outcome Rating
Scale levels of recovery following the six month post injury 0
period. While there is some evidence that specific functions may
continue to improve in some patients for years (Rao &
Bieliauskas, 1983), especially with intervention, there is
consistent evidence that cognitive and physical recoveries
generally follow the six to twelve month pattern (Bond 1975;
Teuber 1975; Goodwin 1962; Miller, 1984). This consistent pattern 0
may be related to the physical realities of the brain's
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SEQUENCE OF SCORES

CARD RT NO. LOCATION DETERMINANTS (S) COU1TE CS POP Z SCORE SPECIAL

I1 Wa FNg 'A P 1.0

2 Do FMP A
0

3 Do Fmp A

II4 D+ FMP (2) A 3.0

5 Ddo Fw Hd

6I Di- Fo (2) H p 3

-' Ddo Fo (2)1C

8 Ddo FY- A

V 9 Wo Fo A P 1.0

10 Do Mo H

I~ I1 Do F o (2) Mai-ks

12 D o Mw Ii

13 Dd+ F - H, cara-Le -

VI14 Do F o Hd DV

15 Do F o (2) Masks

VII16 Ddo FC- Cg

17 Fo A

18 Ddo F- Cg

Ix 19 Di- Fw 2)A, Cg 2.7

20 DdSo F- lid

21 Do F- Cg

x 22 Do FKo (2) Bt

23 Ddo FY- Cg

-4 Do F0 (2) H

APPENDIX A

SEQUENCE OF SCORES
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E: I'm not sure I see it as you do.
S: You can'It see everything, you can'It

tell it's really people.

E: RStR
25. Looks like 2 birds. S: I forget now.

(Lcation could not be determineu; not 40

scre)

APPENDIX A

RORSCHACH- RESPONSES
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E: RSR

13. Looks like a papoose carrier S. Doesn't look that perfect, take that

with a baby in it. part off (Dd25), that couldn't be
there (Da), baoy right here (points)
back part of carrier (area near DS).

Card VII E: RSR •
14. Looks like a boy ana a girl. S. No distinguishing features, tney're

made tie same to the waist.

E: ISR
15. Lcos like 2 rascs ani S. The masks here and there. Looks li~e

2 masks eyes, nose, mouth, ears here.

Card VIII E: kRSR
16. Woks like a blouse. S: Here the way it's painted and thie way

the outline is.

E: RSR

17. S.x. or an A out I c-in't S: rhe outline of it.
tel wtat Kina. It c.o.
a tiger.

E: R-iR
18. A relt. S: '[he shape of it.

Card LK E: RSR
19. Looks like 2 deer at the S: The deer to here (D3) and the dress

top, 1.1. tney have aresses starts here, just the outline.
Orl.

E: RS
20. There it I.i. a face. S: Just made tnat image with 2 little

white places as eyes, the rose is
here.

E: RSR
21. That c b a boi tie. S: Here (points to M6).

Card X E: RSR
22. WOKxs like 2 olue flo% ers. S: Just out tnere by thnselves, just

1.1. a flower.

E: k R

23. Looks 1i.,e a sweater that S: I don't know, it's darker along here
is open all the way jown. (ponts to D9).

E: RSR
24. Dia I say it 1.1. 2 people? S: These tnincgs, they have robes on, the

whole bocy.

APPENDIX A

RORSCHACH RESPONSES •
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Card I E -:SR 0

1. Looks like a bat. S. 11 it has its wings spread, 2 eyes,
feelers.

E: RSR
2. Looks 1 a donkey standing S. Donkey here (points to D2) with big

sideways. ears (points to D). -

E: RSA
3. A dog in the middle. S. The dog, his feet, dogs ears (points

to DI) back leas, it's sitting.

Card II E: RSR
4. Looks like 2 elephants. S. Trunk, it's sioeways, there are 2,

looking at each otker. 0

E: RSR
5. Looks like a rman's face. S. Mw eyes, rose, this is tne beara

The man has a beara. (points to D3) and outline is (traces
with finger)...I guess, four eyes if
you made it go nigi enough, could
be 2 faces, noso-, eyes.

Card ILL E: RSR
6. Looks like 2 people. S. A shoe, leg, arm, txody and nead.

They have s.t. in trneir hanus. I
can't tell what it is.

Card IV E: RSR
7. Looks like 2 boots. S. Just 1.1. 2 boots.

E: R6'R
8. A dog's face. S. 'Iwo eyes, moutn cpen here, chin. A"

little darker, liint-er herze, a it-le
nose.

Card V E: RSH
9. Looks a little bit like S. Just 1.1. a bf.

a f.

E: RSR
10. Looks like a man standing S. A nat on. Just a man standing tn -re.

in the middle.

Card VI E: RSR 0
11. Looks like 2 masks. S. Here's one (traces outline). A long

nose (points to 9).

E: RSR
12. Looks like a body of S. Eyes, nose, mouin, beard, arms

a person stanoing at the straight out, just ckdes.
top. •

APPENDIX A
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o Avoid making premature predictions of long-term
outcome in the early phases.

o Function as a team member since maximum
rehabilitation of the head injured patient 5
requires a multidisciplinary team effort.

o Tailor interventions to the phase of recovery,
the individual, and the various relevant systems.

o Maintain a balance between promoting 0

rehabilitative efforts and a realistic acceptance
of deficits.

o Avoid promoting false hopes.

o Recognize the limitations of cognitive 0

rehabilitation while encouraging everything
possible to enhance recovery

Additional Guidelines for the Army Neuropsychologist

Most of the concepts and guidelines presented in this paper can
be applied by the neuropsychologist assessing and managing
closed head injuries in an army medical setting. Milder closed
head injured patients may be able to return to active duty
following maximum convalesant leave if close coordination takes
place with the commander and the service member is placed on 0
adjusted or well supervised duty. With some patients, there will
be some conflicts between what regulations require and the
phases of head injury. Regulations may require the patient to
return to duty too early. Aiter an active duty patient no
longer needs acute medical care or hospitalization, the army
physician must either return the patient to active duty within O
thirty days or proceed with a medical board. Many patients are
still in the posttraumatic amnestic or rapid recovery phases at
that time and are not able to return to duty although they
might be able to resume full duty in two to six months. These
patients are typically placed on TDRL status. The
neuropsychologist may ne asked to prematurely predict the 0
long-term neurobehavioral outco.ne for medical board proceedings.
It is best to make statements about the current functioning of
the patient and avoid long-term predictions.

SUMMARY •

In summary, there are four general phases of recovery in closed
head injury. These are the loss of consciousness/coma,
posttraumatic amnestic, rapid recovery, and plateau phases. ihe
-losed head injured patient progresses through the stages of O
recovery at different rates depending on the type and severity

P)m
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of injury. The progression is related to the interaction of
impairments of the higher cortical arousal system and more
specific impairments. Although each patient is unique, there are
common higher cortical impairments in each phase. Initially,
impairments of the arousal system may mask other dysfunctions. -

Assessments and interventions by the neuropsychologist must be
sensitive to the particular phases and tailored accordingly.
Procedures which are sensitive to the primary problems of each
phase are more useful than the shotgun approach of fixed
comprehensive batteries. Comprehensive batteries of
neuropsychological procedures are most useful in the plateau
phase, but need to be supplemented with procedures which will be
sensitive to specific deficits and lingering arousal system
dysfunctions. Interventions need to fit the phase of recovery
and consider the various environmental systems of the patient
as well as the patient. The application of the concepts
presented in this paper will help the neuropsychologist deliver 0

more effective assessment and management services to the
patients, families and staffs who experience the challenges of
traumatically acquired brain dysfunction.
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NEUROPSYCHOLOGICAL ISSUES FOLLOWING CLOSED

HEAD INJURIES IN ARMY SERVICE PERSONNEL
0
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ABSTRACT

Head trauma is an increasingly common type of injury in the United
States. Much of the literature pertaining to head trauma is med-
ically oriented and deals with problems in the acute management of
trauma patients. Current research findings, however, offer strong 0
support to the notion that recovery from head trauma involves more
than simply recovering from the medical aspects of the injury such
as coma or post-traumatic amnesia. Evidence from several sources
indicates that following the acute medical phase of a closed head
injury (CHI) there is a more prolonged chronic phase of recovery
in which the patient slowly regains cognitive and cortical func-
tioning. Of concern in this paper is the return to duty of service
personnel during this more prolonged phase of recovery. Specific-
ally, this paper will review current treatment and evaluation
strategies employed by AMEDD personnel in the management of an
active duty soldier following a closed head injury. In addition,
a prescriptive outline, including neuropsychological assessment,
will be offered for utilization in determining when a service mem-
ber is ready to resume full duty status.

INTRODUCTION

Closed head trauma is an increasingly common type of injury in the S
United States. It is reported to be the leading cause of brain damage in
previously healthy young people (Long, 1982; Dikmen, Reitan, & Temkin, 1983).
Cognitive and intellectual deficits are common sequelae to these injuries
in addition to more obvious physical, sensory and motor impairments. In
fact, it has been suggested that cognitive, intellectual and emotional diff-
iculties are more persistent and prominent in terms of disrupting social and -0
vocational functioning than the physical, sensory or motor disabilities sus-
tained from the CHI.

CHIs in service personnel evoke important questions which are often di-
rected at AMEDD personnel. Commanders, charged with the responsibility for
the general health and welfare of-unit members, are specifically interested -.

in whether or not a head injured service member will be able to resume regu- S
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lar duties. Consultation with a psychogist may be one avenue used to gain
information in this decision making process.

Assessing the status of the service member following a CHI and hence,
determining whether they will be able to resume their duties is, however,
a difficult task. The difficulty lies primarily in the peculiar recovery
process from CHIs, particularly within the chronic or final and more pro-
longed phase of recovery. During this phase of the recovery process, the
service me~iiber may appear to be physically recuperated and functional yet
remains less than adequate in their functioning due to a host of residual
symptoms. Such symptoms include decreased attention and concentration,
fatigue, headaches, dizziness, confusion, irritability, language problems,
tinnitus, alcohol intolerence and visual disturbances. All of these symp-
toms may or may not be overtly apparent or clinically obvious.

Since the patient has usually been medically cleared due to the ab-
sence of any gross neurological deficits and obvious mental status abnorm-
alities, it has been suggested in the past that such residual sequelae of
CHI reflect a psychological difficulty as opposed to a true organic pro-
cess. Others, such as supervisors and peers, are prone to be even less
generous in their interpretation of the head injured service member's
dysfunctional behavior. As peers continue in their duties and observe the
presumably "healthy" and recovered service member gain exemption from cer-
tain duties due to their symptoms, peers are likely to label the patient 4.
as "crazy" or poorly motivated ar.d lazy (ie., using their CHI as an excuse
to avoid duty),. Research literature, however, supports the supposition
that these patients are not simply neurotic, amotivated or malingering.
Rather, post-concussion symptoms secondary to a CHI appear to reflect a
state of cerebral disorganization associated with impairment of higher
cortical functions. This article will view mild CHIs and associated post-
concussion symptoms from this perspective of impaired cortical functioning.
Additionally, a brief review of relevant literature, a description of the
current understanding if CIlls, and assessment and management procedures for
the chronic phase of recovery will be offered.

BACKGROUND: Mild Closed Head Injuries

and Neuropsychological Sequelae

The occurance of CHI is established by disruption of a person's level
of consciousness following a nonpenetrating impact of the skull against
some relatively inflexible object. This definition includes cases of simple
compression fracture, but excludes all cases of penetrating injury to the
brain or compound fractures of the skull (Levin & Peters, 1979).

The immediate observable effects of CHI range from momentary daze, fol-
lowed by immediate recovery, to prolonged coma ending in death (Smith, 1961).
Regardless of how rapidly the recovery occurs, it is an orderly process pass- -

ing sequentially through identified stages of impaired consciousness (Russell,
1932; Symonds, 1937). Schilder (1934) has provided a description of the in-
itial stages of recovery that remains applicable today. Following a con-
cussion injury of sufficient severity to produce coma, an uncomplicated re-
covery would proceed from this initial comatose state, with muscular relax-
ation, to a state of deeply clouded consciousness, with general restiveness
marking the end of coma. The second stage, currently described as a period

284
Si ..- .



of post-traumatic amnesia (PTA), is seen as the period following th in-
itial stage of coma in which a patient experiences impaired consciousness
with disorientation, bewilderment, and helplessness, proceeding to a phase
in which clouding of consciousness disappears while the patient remains 0
amnesic for recent events. The final or third stage of recovery following
PTA was described by Schilder as a period associated with chronic impair-
ment of psychological and social-environmental functions and the phase at
which emotional disturbances are most pronounced. During this chronic
period of recovery, at least 70% of patients will report one or more symp-
toms characteristic of post-concussion syndrome (PCS). The cluster of
symptoms making up PCS includes memory weakness, mental confusion, fatigu-
ability, irritability, headache, dizziness, visual disturbance, tinnitus,
and alcohol intolerence. Headache and dizziness are the most frequently
reported symptoms during the final recovery phase and resolution of these
symptoms is associated with the return to asymptomatic levels of function-
ing (Long, 1982).

Earlier efforts at understanding the emotional and behavioral conse-
quences of CHI focused on the transition from post-traumatic amnesia to
either full recovery or to stages in which the patient's behavior was com-
plicated by the presence of a post-concussive syndrome (Jennett, 1967), a
psychiatric disorder (Straus & Savitsky, 1934; Thompson, 1965) or physical
handicaps. While considerable information has been gathered concerning the
behavioral complications of post-concussion symptoms, psychiatric disturb-
ances and physical handicaps during the final stage of recovery, recent in-
terest has shifted toward explicating the role of neuropsychological defi-
cits in this final recovery process (Imes, 1983; Sbordone 1984). This is
especially true as it applies to the long-term adjustment of a CHI patient
(Lowery, Engelsmann & Lopowski, 1973; Miller, 1979).

Most CHI treatment programs fail to recognize the presence of subtle
tissue damage and the resulting, often less subtle, impairment of higher
cortical functions. Taylor (1967) supports this point by noting that the
investigation of the concussed patient often stops with the termination of
the neurological exams and skull x-rays. The treatment prescribed most often
at this time consists of bed rest until the patient is well enough to get up
and return to work. While the patient may have made a good physical recovery
and may feel well enough to return to work, the presence of impaired higher
cortical functions may contribute to fatigue, mood disturbances and a variety
of other post-concussion symptoms including perplexity and distractability
(Lezak, 1978).

Recognizing this problem, Lewin (1968) maintained that rehabilitative
programs should begin to be active immediately following the injury and con-
tinue throughout the mntire recovery process. Unfortunately, most treatment .
programs in the United States and also typical military management proced-
ures for the CHI patient generally provide intense care during the acute re-
covery stage but leave the patient to their own devices in regard to coping
with the deficits in higher cortical functioning that may persist for months S
or even years following recovery from post-traumatic amnesia. Without pro-
fessional guidance during this important phase of recovery, such patients - -

are likely to make futile attempts at returning to their premorbid lifestyle.
This generally results in unnecessary frustration and loss of self-esteem,
and these patients also run the risk of incurring significant work and family
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problems. A potential result that is not infrequently seen in these patients
is that failed job and family integration results in the adoption of a chronic
invalid status. At this point, full recovery is seldom seen.

While little is yet known about this final phase of recovery, recent lit-
erature indicates that impaired cortical functioning continues beyond the
identifiable phase of post-traumatic amnesia and preceeds the phase of full
recovery. Zangwell (1966) found that minor intellectual disorders persisted .-

in patients following apparent recovery from post-traumatic amnesia. Taylor
(1966) stated that head trauma patients have minor difficulties in concen-
tration and performance which irritate them and make them behave in an un-
usual manner. He concluded, however, that these patients were not "neurotic",
rather they were "cerebrally disorganized". He further pointed out that such
cerebral disorganization arises from underlying organic factors that may or
may not be documented by traditional neurodiagnostic procedures (ie., EEGs,
CT scans, etc.).

While traditional medical procedures cannot generally be used to support
the organic basis of neuropsychological deficits in mild head injured patients,
the work of Jane and colleagues (1982) with primates provides a basis for
assuming such impairment is the result of underlying organic disturbances.
These researchers subjected monkeys to rotational acceleration of the head
sufficient to produce loss of consciousness (an experimental analogue of CHI)
and found evidence of axonal degeneration throughout the brains of these an-
imals. Their results suggest that even in cases of mild head injury, structur-
al abnormalities may be present to account for the neuropsychological deficits
evidenced after the concussion. Others (Ommaya, 1971; Ommaya & Gennarelli,
1974) have also clearly demonstrated that there is diffuse microscopic des-
truction of neural tissue following cases of mild head injury and simple whip-
lash. S

Long and Gouvier (1982) studied 200 patients suffering from head trauma
and they found that only 28% of these patients classified as suffering mild
head trauma had abnormal EEGs and only 27% had abnormal CT scans. In marked
contrast, however, these same patients revealed a strikingly different pic-
ture upon neuropsychological assessment. Neuropsychological test results
showed that fully 78% of these patients had definite demonstrable cerebral S
dysfunction or substantial weaknesses in higher cortical functions. These
findings suggest that these patients had not, at the time of assessment, re-
turned to a stable level of functioning. In contrast, when patients suffer-
ing severe head trauma were evaluated, 70% were found to have abnormal EEGs,
36% had abnormal CT scans, and 90% were impaired on the neuropsychological
evaluation. The data of Long and Gouvier provides support for Taylor's S
suppostion of "cerebral disorganization" in patients with head trauma. Fuld
and Fisher (1977) and Klonoff, Low and Clark (1977) also reported similar
findings with head trauma patients indicating that impairment in cortical
functioning remains long after more obvious symptoms and in the absence
of documentation from more traditional neurodiagnostic procedures.

In a recent study that employed the Halstead-Reitan Test Batteiy as a - S
means of deternining neuropsychological status, Barth (1983) found that a
significant numlur of patients with minor head injuries demonstrated mild
impairment on the battery 3 months post injury. Rimel (1981) has also noted
a high incidence of disability, primarily unemployment, in a great many
pati nts with mild head injuries who appear to be functiondlly adequate.
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Moreover, these patients reported a high incidence of post-concussive symp-
toms. Interestingly, the incidence of all post-concussive symptoms, ex-
cept alcohol intolerence, appears to be much greater among mild CHI patients
in comparison to more severely injured patients (Long, 1982). Any concept-
ual model of recovery should quite obviously be required to account for
this frequently observed relationship between severity and reported symptoms.

In sum, the research evidence indicates that when patients are evaluated
using neuropsychological assessment procedures following minor head injuries,
many of these patients are found to have significant neuropsychological
deficits and manifest concurrent adjustment failures, emotional difficulties
and other post-concussive sequelae. While it is truethat most of the post-
concussive sequelae will typically resolve within six to twelve months post
injury, the presence of such sequelae may in fact be the hallmarks of im-
pairment in higher cortical functioning. Moreover, the presence of cortical
dysfunction certainly a tenuates a patient's capacity to function effectively
and as such interfers with an individual's ability to perform satisfactorily
on the job.

The phase of impaired cortical functioning needs to be objectively eval-
uated as the effects on the patient during this period are subtle to the cas-
ual observer. It is, in fact, these subtle deficits which negatively influ-
ence the patient's ability to resume normal functions under demanding cir-
cumstances. For example, Erving, McCarthy, Gronwall, and Wrightson (1980)
demonstrated that mild physiological stress (simulated hypobaric altitude of
3800 feet) can rieveal memory and attention deficits in CHI patients who have
ostensibly made a full recovery.

One explanation for the greater occurance of post-concussion symptoms
among mild head injured patients has to do with the fact that they feel they
have fully recovered due to their adequate physical state and so attempt to
return to work. As the demands of their work environment exceed their demin-
ished functional capacity, stress increases beyond their effective coping
levels and secondarily contributes to emotional problems and distress. One
could assume then that the impaired cortical functions phase presents the %
patient with a dual problem: a) it provides a basis for increased stress and
b) it impairs the patient's coping strategies.

Several conclusions may be drawn from the above information regarding CHIs
and the recovery process. First, there appears to be a chronic phase of im-
paired cortical functions which follows the period of PTA that can be demon-
strated with neuropsychological assessment, Second, there appears to be a
positive correlation between the degree to which patients are impaired on
these tests and their difficulty in resuming normal functioning. Third, among 7

mildly injured patients, significant impairment on neuropsychological measures
is associated with a greater number of post-concussive symptoms. Finally,
effective assessment of coma, post traumatic amnesia, and impaired cortical
functions may yield relationships which can be used to predict the degree and
rate of a CHI patient's recovery. These data may also be useful in the form-
ulation of a rehabilitative strategy that is based on knowledge of the patient s
level of functioning and pattern of strengths and weaknesses.

2
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Assessment and Management Procedures of CHIs

As suggested above, the patient's compromised cognitive skills and cop-
ig strategies contribute to the high levels of tension, self-doubt and
rustration as the patient attempts to function at their premorbid level.
- is during this pnase of the recovery process where the production of
ieurotic" svmptomology associated with the PCS is likely to occur. Also
rue, however, is that such difficulties will be further increased in those

itienLs whose premorbid adjustment was impaired or inadequate. CHI patients
i thi: chronic phase should be carefully evaluated with regard to cortical 0
inctions and this information should be employed in making decisions per-
fining to their return to duty. A program of management, including com-
rehe.sive assessment, should be instituted early in the course of treatment.
ach a program should include explanations regarding symptoms and prognosis
irected toward the patient, their family, command, supervisors, and potent-
:llv peers. In addition, the program should include a careful rescheduling
f beheivior which precludes a premature return to full duty while the patient's
ognitive functions remain compromised. Instead a gradual, stepwise, and mon-
tored return to duty that prevents unnecessary frustrations, fatigue and
tress will enhance the soldier's potential for a full recovery. In the ab-
ence of the above plan, it appears likely that many such individuals with
Ill will continue to become chronic patients. 0

It is clear that returning CHI patients to duty once medically cleared
ithout ascertaining their level of neuropsychological functioning places both
he patient and command in a percarious position. While the patient remains
ognitively impaired, they are not likely to function adequately and this may
rompt undue administrative action by command (ie., initiation of separation,
eduction in rank, etc.). It is the contention of this paper that all CHI
8tients should routinely receive a screening and evaluation by a clinical
sychologist who is trained in the administration and interpretation of neuro-
sychological tests. It is then incumbent upon the Psychology Service to act
s liaison and advocate as well as therapist and diagnostician. Initial in-
e'vention efforts should be devoted to educating command, families, and the
atient as to the nature and the probable course of recovery. •

The Psychology Service may be quite helpful in modifying counter-productive
ehavior of command, family and peers, as well as developing realistic expect-
tions for the patient. In addition, the psychologist may be instrumental in
hanging the patient's duty environment so that the demands it places on the
atient will be controlled in a manner that prevents excessive stress. Neuro-
sychological assessments have proven extremely helpful in determining which
asks and demands will be most difficult for the patient and it has been the
xperience of the authors that command is most receptive and appreciative of
he input and direction from the Psychology Service. It should be noted that
he psychologist must strike a delicate balance between excusing the patient ..-

rom difficult duties and making needed modifications in the patient's duty
equirements since these actions may differentially reinforce negative •
invalid" or positive "recuperating" notions or labels for the patient.

While it is recognized that some patients will present a need for medical
eparation due to the extent of injury, this is seen as a final management
ption. This is surely a costly option, both in terms of the emotional and
ocial status of the patient and the financial considerations incurred by the
ilitary. Again, it is the contention of this paper that all CHI patients 0
e routinely evaluated to aid in return to duty determinations or medical
eparation actions. One possible alternative to immediate separation or re-
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.urn to duty is TDRL status with certain modifications (eg., placement in a
rA medical center for cognitive rehabilitation and retraining). Without
,pecific placement in such treatment programs, TDRL may in fact be no better
:han medical hold or bed rest.

The above description of Gils, management and assessment recommendations
ire offered as initial efforts based on preliminary research and current
:linical experience. It is expected that routine assessment will provide
increased information regarding the nature and status of CIII patients.
)penness and flexibility to new treatment options and recommendations is a
Einal consideration.

Assessmnit of the CHi Patient

The following prescriptive outline is suggested for assessment of the
patient from hospital admission to a six month to one year interval follow-
ing return to duty. The assessment instruments suggested are ones that will
allow systematic, repeated evaluation of the patient as they progress through
the period of coma, post-traumatic amnesia, and impaired cortical functions
to their end point in the recovery process.

During the initial stage of coma following the injury, the Glasgow Coma
Scale (GCS) is suggested. Of LhU existing objective techniques to assess
coma, the most widely used is the GCS. Although not perfect in all respects,
the GCS is a familiar means of communicating information regarding head in-
juried patients.

During the p7)st-traumatic amnesia stage a test which appears to be effect-
ive is the Galveston Orientation and Amnesia Test. Characteristically, assess-
ment of the end of the post-traumatic amnesia phase has been based on a retro-
spective clinical judgment about the patient's return to continuous memory
and awareness. This judgment, being unstandardized, has inherent elements of
unreliability. To overcome these problems, different scales attempting to
assess disorientation have been dcveloped. The most fruitful of these approach-
es appears to be the Galveston which is specifically designed for the assess-
ment of post-traumatic amnesia duration following head trauma.

During the final phase of recovery, marked by impaired cortical functions S
and post-concussion symptoms, a number of objective assessment devices are
currently available. A battery of neuropsychological tests is recommended to
assess higher cortical functions ard psychological status which will aid in
tracking the patient's recovery. Such a battery should allow for the assess-
ment of multiple functions including psychosensory, psychomotor, visuographic,
perceptual organization, expressive language, receptive language, higher cog- •
nitive skills, as well as emotional integrity. It is hoped that such inform-
ation will provide valuable objective data to be used in making early decis-
ions with regard to the severity of injury and eventual degree of recovery.
Futhermore, such data would be useful in determining the patient's rightful
return to duty. Finally, such data may be of value in planning and imple-
menting rehabilitative strategies on the basis of documented weaknesses and S
strengths. Assessment of neuropsychological status may be accomplished util-
izing either the Luria-Nebraska or Halstead-Reitan Batteries. The Minnesota
Multiphasic Personality Inventory, The Millon Behavioral Health Inventory, and
the Beck Depression Index are suggested for assessment of psychological status.

0
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hile a complete neuropsychological evaluation is suggested at the onset
,e final recovery stage, repetitions of selected tests on which the
nt demonstrated specific difficulty may prove useful in monitering re-
y. A complete reevaluation is recommended at six and twelve months
,wing the final stage of recovery or as proves necessary. Cognitive
iilitation efforts developed by the psychologist should be instituted
g this phase of the recovery process as well. Rehabilitative strat-
will, of necessity, be individually designed based on a patient's

.cular needs (Carberry & Burd, 1983; Musante, 1983).
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Measuring psychopathology: An alternative to the MMPI 0

Joseph Michael Govia Lawrence E. Klusman

Silas B. Hays Army Community Hospital S
Clinical Psychology Service

Fort Ord, CA 93941-5800

Abstract

A brief history of the development of
objective tests of psychopathology is
presented. A new instrument, the Basic S
Personality Inventory (BPI, Jackson, 1976), is
described. Its method of construction is
outlined and its psychometric properties are
contrasted with the MMPI. Data regarding
factor structure, reliability, and preliminary
validity are presented. Finally, the
experimental use of the BPI with a military
population is discussed in light of the
shortcomings of the MMPI.

Measuring psychopathology is an integral part of the work
performed by the clinical psychologist. It is this very activity
that distinguishes clinical psychologists from other helping
professionals (i.e., social workers or psychiatrists). While
World War II is generally credited with accelerating the growth 0
of diagnostic psychological testing, concern for the evaluation
of others extends back to World War I, in America, or as far back

* as in the ancient Chinese empires (Lanyon and Goodstein, 1970;
Wiggins, 1973).

In the present paper, the authors intend to trace the S
history of objective testing for psychopathology. In so doing,
emphasis is placed on the method of test construction employed
and the particular assumptions underlying individual items. Once
completed, the authors present the Basic Personality Inventory
(BPI, Jackson, 1976). The method of test construction and
avaliable research literature are presented.
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Modern approaches to personality test construction trace
their lineage to World War I. At that time, Woodworth (1917)
undertook the task of creating a more cost-effective screening
device for draftees. His intention was to replace the standard
psychiatric interview with a paper-and-pencil measure which 0
would, it was believed, achieve the same goal - differentiating
fit from unfit soldiers. The instrument developed was the
Woodworth Personal Data Sheet (Woodworth, 1917). " -

The Woodworth Personal Data Sheet was an inventory that was
designed to measure such characteristics as neurotic tendencies,
psychosomatic proclivities, and the like. Some basic assumptions
of this phase of test ronstruction were the following: (1) Both
the test constructor and the testee had similar understandings of
the item content. They shared the same understanding of the way
words were used; (2) The next assumption was based on the
belief that individuals were capable of accurately assessing 0
their own internal states. Thus, it was believed that the
soldiers were "self-aware" and capable of accurately reporting
such states by their responses to the items; (3) Another
assumption was that people would "honestly" report their
feelings, experiences, and the like. (4) Finally, it was
believed that there was close "correspondence" between what the 0
individual reported and what the test was intended to measure.

The particular assumptions that fostered the development of
the Woodworth Personal Data Sheet coalesced to form the basis of
the "content" orientation of personality test construction. -

Though well intended, this undertaking was rather naive. The
many assumptions that buttressed this approach to test
construction are the very same ones that led to its speedy
demise. Specifically, there was no way of knowing if the test
constructor and his/her's subjects shared similar meanings to the
manner in which items were evaluated. In fact, many of the
conscripts were European immigrants who were, in most cases,
unable to speak English. A second major criticism of this
approach was that it was also impossible to accurately assess the
extent to which an individual was capable of monitoring his/her
internal states. This ability to monitor internal states is very
much related to the next issue - the ability (or willingness) of
individuals to "honestly" report their experiences. The idea of
being aware of one's own internal state and the likelihood of
being forthright about such experiences was suspect, as
falsification and manipulation went uncontrolled.

As can be readily observed, there are noticable short- "
comings with this early method of test construction. However, as
Jackson (1974) indicated, several positive aspects need to be
considered. First, by writing items it was possible to create
verbal samples of everyday behaviors. Hence, a variety of items
could be written which would reflect many different aspects of
personality. Second, the creation of items was based on
objectivity (i.e., items with a fixed scoring possibility) as
opposed to more projective ones. Researchers were placed in a
position to replicate the findings of their colleagues. Finally,
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Jackson indicated that the creation of such items made it

possible to employ statistical methods to evaluate their
usefulness in measuring personality. As will soon be evident,the
shortcomings of the content-oriented Woodworth Personal Data
Sheet and Jackson's observations on the introduction of items as
behavior samples affected later developments in personality test
construction.

The second phase of personality test construction differed
markedly from the preceeding one. Here the emphasis was on the
reliability of tests, as well as the prevalence of response sets. 0
The major proponents of this new approach to test construction
were Strong at Stanford University and Hathaway, McKinley, and
Meehl at the University of Minnesota. The foundation of this
approach to personality test construction was atheoretical, or as
it came to be known - Dust Bowl Empiricism.

The empirical approach differed from the content-oriented
perspective in that the manifest meaning of the test items was
assumed to be of little or no importance in constructing a valid
test. Therefore, this approach was unconcerned with the actual
item content. Rather, the focus was on the different behaviors
to which an item might be correlated. Hathaway, McKinley, and .0
Meehl believed that (1) there was no way of knowing whether
subjects and test constructors shared similar meanings for
experiences or behaviors, (2) there was little probability of
individuals accurately assessing their own internal states, (3)
there was a diminished probability that individuals would
honestly report their experiences, especially as the previous 0
personality test (Woodworth) illustrated how it easily it was to
intentionally distort one's responses to a personality test, and
(4) these researchers believed that it was unnecessary to be
concerned with the presumed correspondence between what a test
purported to measure and the individual's awareness of it.
Rather, what was most important was that the individual's
responses be correlated with some external criterion.

The way in which the empirical approach was applied to
construction of a test of psychopathology was to contrast the
responses of a target (abnormal) group with a (norma 1) criterion
group. Only those responses (test items) that accurately
differentiated the target group from the criterion group were
retained on the appropriate scale. This approach represented a
unique way of constructing a personality test. It was presumably
immune to distortion or faking because individuals were unaware
of the external correlates to which the items had been
cont ra st ed.

The third major influence on personality scale construction
was ushered into prominence by the concern for such issues as
construct validity, convergent and discriminant validity,
response distortions int uenci ng test-taking, and the implact of
computers on handling large chunks of data. Of particular
importance with regard to the third phase of personality test
construction was the research of Jackson (1967; 1976), who
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developed a sequential strategy for scale construction which
addressed these issues.

Construct validity in test construction has become an
important issue. In contrast with a simple empirical approach, -

the researcher concerned with construct validity attempts to
develop scales that measure somewhat abstract personality traits
such as defensiveness, self esteem, etc. These "constructs" do
not have an obvious and readily identifiable correspondence with
a set of behaviors or other criteria. The usefulness of such
constructs in measuring psychopathology has been and remains a
matter of debate in clinical psychology. However, the use ofh~ypothetical constructs in a test of psychopathology places a

burden upon the researcher to demonstrate in multiple ways how
that construct is related both to actual behavior and to other
variables with which it might logically be correlated.

Cronbach and Meehl (1955) delineated several ways in which
the construct validity of a given variable could be achieved. At
a basic level, construct validity requires that a given variable
correlate appropriately with changes in development over the life
cycle. Another method of establishing construct validity is
through contrasting groups that should theoretically or logically
score differently. Next, one could illustrate differences in the
relationships among similar and disparate variables. Toward this
end, it was necessary to demonstrate patterns of relationships
among variables that reflected both high and low correspondence
(Campbell and Fiske, 1958).

The idea of delineating related variables from unrelated
ones became a cornerstone of research on convergent and
discriminant validity. Good experimental design required that
researchers specify beforehand which variables would converge
(i.e., correlate) with one another and those that would would
not.

With regard to the issue of response distortions research
has been conducted by Messick and Jackson (1958) and Jackson and
Messick (1961) in a series of investigations on the MMPI. These
researchers factor analyzed the MMPI item content and evaluated
the keying of items on the two primary components, A and R. On
the first dimension, Jackson and Messick examined the number of
responses that were answered in the keyed direction. This
analysis led the researchers to suggest that "Acquiescence" was
being primarily elicited from the first factor and not the
content envisioned by proponents of the MMPI. In comprehensive
evaluations of the MMPI and a social desirability scale created
on the basis of the MMPI item pool, Edwards convincingly
demonstrated that the tendency to respond to the items in
socially desirable ways, and not acquiescence, was the essential
composition of the first factor. He indicated that factor R
appeared to have some relationship to the notion of an
acquiescent response style. S

Final ly, the role of the computer in this third phase of
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personality test construction is unprecedented. it ushe'red i n
the possibility of conducting item-level statistics. To be sure,
with the ability to perform complex computations in miniscule
bits of time, it made the task of the personality test
constructor considerably easier. It became possible for
researchers to investigate the convergent and discriminant S
validity of personality test items rather than just the scaled

* scores.

In summary, personality test construction underwent three
distinct phases. Culminating from these were specific approaches
to personality test construction: Intuitive-Rational, Intuitive- 0
Theoretical, Internal Consistency, and Empirical Criterion-
Keying. As will become evident below, the development of the
Basic Personality Inventory attempted to capitalize on the
strengths of the preceeding forms of test construction.

On the basis of the merits and shortcomings of the 0
preceeding phases of personality scale construction, Jackson
(1970) devised a sequential strategy to devise a new test of
psychopathology. Four essential principles comprise this
appreach to personality scale construction. First, Jackson
asserted that it was necessary to employ a particular theory to
guide the development of an instrument. It so doing, it became 0
possible to study variables that were meaningful and ones with
relevance to important aspects of personality. Theory was also
important because it forces one to be rigorous in the way
variables are studied. It compelled researchers to be explicit
about the traits intended to be measured and to specify any
unrelated ones. .0

The second principle of this strategy was the need to
minimize the influence of response distortion. Earlier research
identified social desirability and acquiescence as sources of
error variance in personality testing. Jackson (1970; 1971;
1974) argued that those factors need to be curtailed. If not, he .5
indicated that it was likely that correlations would be
spuriously high in relation to other scales, thus submerging the
amount of true variance associated with the content of a given
scale.

The third principle involved creating scales that were S
content saturated, or homogeneous. This is accomplished by
making certain that the items on a given scale were more highly
correlated among themselves than with another set of items or
scal es in the same inventory. Whe re it(ems wer, more highly
correlate.d with other scales, Jackson indicated that they should
be discarded. _*

F i na1y, the fourth principle involved establishing the
conver-cint and di scriminant val idity of personal ity measures.
The emphasis was placed on demonstrating the relationship between
the particular Personality variables selected for study with
others that are already in existence. Jack.son arqued that it was S
essential to demonstrate, wnere appropriate, how two different
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instruments measuring the same construct were related to one
another. On the other hand, it was also necessary to illustrate
that certain other variables were not related to the particular
one selected for investigation.

The Basic Personality Inventory (BPI, Jackson, 1976) is a
12-scale, 240-item, true-false measure of psychopathology. It
was constructed by Jackson to be used in clinical and counseling .--- :-.

settings. The development of this instrument was predicated on
the need for a more modern, psychometrically sound, and more
clinically sophisticated alternative measure of psychopathology.
The 12 constructs measured by the BPI are the following:
Hypochondriasis, Depression, Denial, Interpersonal Problems,
Social Deviation, Persecutory Ideas, Anxiety, Thinking Disorder,
Impulse Expression, Social Introversion, Self Depreciation, and
Deviation.

The dimensions of the BPI were derived following extensive
item-level analyses of the MMPI and the Differential Personality
[nventory (DPI, Jackson and Messick, 1971). A component analysis
was performed on the MMPI items and a forced orthogonalization of
the scales was also done. According to Hoffman, Jackson, and
Skinner (1975), this transformation eliminated the problem of
item overlap, a major shortcoming of the MMPI. Next, the DPI
underwent a component analysis. An eleven factor solution was
forced, accounting for approximately 78 percent of the total .

variance. These higher order DPI factors became the hypothesized
dimensions of the BPI. Final ly, the MMPI scales and the eleven
DPI factors were then intercorrelated. Eleven factors were
extracted and underwent a varimax rotation. Table 2 lists the
factors and their respective loadings.

The items that comprised each of the eleven DPI-based
factors and became the essential dimensions of the BPI were then
subjected to a minimum redundancy item analysis. The purpose of 0
this procedure was to maximize the ratio of relevant item-factor
score correlation to the sum of the squares of the irrelevant
item-factor score correlations (Jackson, 1974). Once the
extraneous items were removed, the retained items underwent some
revisions. There was concern for keeping the length of items
brief, ensuring that the items did not overlap with the DPI, and -

to ensure that the items substantially reflected the construct on
which they were keyed. An equal number of positively- and
negatively-keyed items were included to reduce the potential
influence of acquiescence. An additional scale, Deviation, was
also included. Items that comprised this scale reflect a variety
of pathological behaviors which did not fall under the rubric of
a general construct.

Measurement of the internal consistency, temporal stability,
and item-factor structure of the BPI are reported to be
favorable. Item reliabilities were calculated by Reddon (1980),
Holden, Burton, and Conley (1981), Holden, Helmes, Fekken, and 0
Jackson (1981), and Holden, Helmes, Jackson, and Fekken (1981).
These studies indicated that substantial item-scale reliabilities
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existed. These data are presented in Table 3. Investigation of
the test/retest reliability over a 4-week period by Holden,
Helmes, Fekken, and Jackson (1981) and Kilduf and Velicer (1984)
were equally favorable (see Table 4).

Item factor structure of the BPI was evaluated using normal
adults, psychiatric inpatients, and high school students (Holden, - "
Reddon, Jackson, and Helmes, 1981) and random data sets of
comparable sample size. These data were then intercorrelated, .- '
subjected to principle component analyses, and then rotated to
target matrices. Table 5 lists mean absolute factor loadings for 0
keyed and non-keyed items for each of the three samples. Table 6
lists the number of items loading in their keyed direction in the
rotated matrices.

The validity of the BPI was investigated in three studies.
Jackson (1975) performed a multi-method factor analysis of the S
BPI using individual self-report, peer-rated responses to the
BPI, sell-adjective ratings, and peer-adjective ratings. The
data demonstrated substantial convergent and discriminant
validity of the BPI scales. These data are presented in Table 7.

Holden, Helmes, Jackson, and Fekken (1981) evaluated the S
BPI's effectiveness in predicting placement in diagnostic
categories. Correct classification occurred in 33.2 percent of
the cases; this value exceeded the amount associated with chance
factors alone, 14.3 percent. Govia, Fagan, and Rossi (1984) used ..
the BPI to determine whether three separate substance-abusing
groups could be differentiated. Although only two of the scales,
Interpersonal Problems and Social Deviation, differentiated the
groups of substance abusers, correct classification by treatment
facility was approximately 77 percent, more than twice that
attributed to chance, 33 percent. One note of caution about the
findings of Govia et al. was that the sample size was limited
(N=72). . ]

On the basis of the review of the psychometric properties of
the BPI, there is evidence to suggest that many of the pitfal ls
associated with the MMPI have been control led. The BPI possesses
sound internal structure and temporal stability. There is also
notable convergent and discriminant validity of the items.
Final ly, the results are promising regarding the BPI's ability to
correctly classify subjects. What remains to be seen are the
pros and cons of using this instrument in a military population.

The BPI clearly must be classified as a very new instrument.
It lacks the extensive validation literature that exists for the 0
MMPI, after which it was modelled in some ways. However, there
ar(, cogent reasons for beginning to use the BPI with the mi l i tary -
popalliation either as an adjunct to the MMPI or eventual 1y as a
r ,placement.

The primary technical val ue of the BPI over the MMPI l ies in
th.- careful approach to test construction. The difficulties oi
th, MMPI with regard to its psychometric properties are well
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known. Obsolete items, item overlap among scales, high inter-
scale correlations and other technical difficulties cause
confusion with clinical interpretation. These problems also make
research with the MMPI complex and tedious. The BPI represents
an endeavor to avoid these pitfal ls. 0

It might be noted at this point that technical improvements
are nice but validity is paramount. How valid and useful is the
MMPI in a military population? Bloom (1977) reported significant
differences in mean scores for a sample of USAF recruits in
com:parison to the standard MMPI norms. Parkison, Waddell, and
Fishburne (1982) and Fishburne and Lockwood (1982) reported major
differences between standard norms and the means for a normal
Army population. Age differences were also apparent. For
example, on scale 9 (Hypomania) 35% of the normal Army sample
scored above 70-T. Younger service members were especially prone
to receive higher scores (10 - 20 T-score points) on scales F, 4,
6, 7, & 8 a - well as 9.

In response to these exaggerated profiles, clinical lore has
arisen among military psychologists by which "arm-chair
adjustments" in the scores of ncrmally pathological profiles have
attenuated usual interpretations. Such tendencies may have
accounted for the finding by Parkison, Klusman, Fishburne, and
Mara (1982) that highly experienced Army clinicians

do,monstrated only modest "hit rates" in classifying normal and
abnormal inpatient schizophrenic profiles.

There have been laudable attempts to overcome the short-
c(,minqis of the MMPI, notably in the publication of normalized T-
scor,'s by age and I.Q. Use of such norms is warranted. However,
the configural interpretation of the resulting profiles may not

the same as the interpretation of current standard
confCurations. Ironically, the use of new norms may require a
:.I ]or r_.- 1 loarning of MMPI interpretation. .

Cattaloging the deficiencies of the MMPI should not translate
r'i oatically into wholesale adoption of the BPI. This

1 nstrumnt requires much research before it can stand alone.
bitsids thu obvious question of diagnostic accuracy, there are
1s;5s1< regarding individual scale score distributions, means and
.Atil:-dard deviations for a young military sample, and ability to
(-,)nt. ro1 for response set, to name a few. Nevertheless, the
in{trument shows, enough promise as an objective measure of
.:vchopathology to begin to develop a data base for the military

y)iulation and to conduct validation studies to ascertain its
>1 Iness. It may be no more difficult to research this

ii :;t rwunt than to investigate the usefulness of a newly normed
>1M'I. It may prove more valuable in the long run.
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Improved Selection Procedures for Intelligence Services: B

The Issues and Guidelines

!LAJ(P) Dennis M. Kowal, PhD
US Army Intelligence and Security Command 0

Abs tract

A traditional domain within the military for the psychologist

has been the area of selection and classification of personnel.
As the variety or unique characteristics of a units mission

increases, selection becomes more critical, that is, as the
costs of failure escalate, the importance of effective personnel
selection, of matching the soldiers to the critical task inceases, B
probably exponentially. In order to do this, the psychologist
must stimulate and assist operational planners to define the
critical tasks and criteria for performance. Such clarification
in turn refines the organization's objectives and allows them to
choose an appropriate selection strategy, and develop predictive
al:gorithms. As the probability of selecting an appropriate B
individual for a given mission increases, so does the probability
of successful mission accomplishmnt. The principles and guidelines
outlined here may help in the development of a coherent selection
s tra tegy.

0
In troduc tion

Psychological screening of candidate for assignment to high risk jobs in the
Int ltgence and Security Command serves many useful functions. The orgatniza-

tions ability to identify individuals at the entry level who may not be suited
for the peculiar stresses associated with intelligence operations saves valu-
able time and organizational resources. Likewise, preventing the misuse of
informamation or equipment due to the inherent stress of the job may be possible
through the application of pre-selection screening techniques. The usefulness
of psvchological screening as a tool for predicting future job performance has
been demonstrated by its ability to provide valuable information about indiv- 0
idual's vulnerabilities, controlability and decision making style thaL aru not

assessible during the standard interview and clearance procedures. However,
the validation of such selection models is difficult to accomplish for a varietv
of reasons.

- .- l



Purpose

The purpose of this paper is to identify the major problems and prospects
for the development of a psychological assessment programs for the selection

of personnel within the intelligence community.

All psychological screening batteries for selection must stand the test

of scientific validation to insure the decision makers are well informed as
to the probabilistic nature of their decisions. Developing the relationship
he tw ,en the subjects' test responses and the criterion performance is crucial
For the determination of the selection batteries validity. However, this
depends on the development of task relevant criteria i.e. attrition,
injury, subsequent performance deficiencies, etc. The decision model
,-r risk analysis can then be designed to quantify, for the decision maker,
the irray of possible outcomes and the risk of unfavorable results associated
with each. This type of informed decision making will not provide for

perfect decisions, nor eliminate errors, but the process will minimize the
degree to which we are taken by surprise and create a selection program
that is self-corrective. The purpose for the development of such a selection
instrument is not to be always right, but to optimize the organizations ability •
to respond to changing mission demands.

However, a major issue for the intelligence agency is whether psychological
qcreening should be conducted at all. Some see it as an unnecessary invasion
of privacy, and an expensive luxury designed to produce more difficulties
in the recruitment and selection of special operations personnel. Some "
;, chologist have even argued that the validation evidence in support of
11ch creening is not sufficient to justify widespread use nor the added time

,ufre-d for such testing.

On the other hand, the recent rash of "unfit" officers, an.' several negative
1inidcnces suggests that the use of psychological testing can be cost-beneficial O
to the organization dealing with individuals serving in high risk situations.
iiAkewise if future negative incidents do occur, we do not run the risk of beings
accused of having an incomplete screening battery because we neglected the
psychological consideration in our evaluation. In a recent court case (Bonsignore
vs City of NY, 1982) psychological testing was considered an essential and
relatively inexpensive method that could help to assure that "unstable" indiv-
idnals would not be employed. However if psychological testing is to be used
tor this purpose. Standards and evaluation of the selection program must be
accompl Ished .

Guidelines

Fhe prospects for developing such an assessment battery requires that we
specify gnideltnes that will. give some structure for the programs evaluation.

1. Pqvchologtcal screening cannot be the sole or sufficient basis for non-
select i n, other evidence or data must support a negative psychological

eva li., tion. S
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It appears that professional attitudes toward paraprofessionals, the

changing levels of training and maturity of the 91G, and the lack of prepa-
ration provided in the graduate training program to Prepare professionals to

supervise paraprofessionals result in "hit or miss" programs of supervision
for I-lGs. S

Paraprofessionals in Mental Health Programs

Concurrent with the development of paraprofessional training models has
been the developme'it of supervisory models for professional psychologists

(Supervision in Counseling II, 1983). Emerging trends suggest that supervision

is a developmental process for beginning counselors. Heppner and Roehlke

(1184, p. 87) state that:

supervisory behaviors which correlate with trainees'
satisfaction with supervision progressed along what appears to

be a skill acquisi t ion dimension - that is, from developing

intake skills (beginning practica students) to alternative con-

eptualizat ion (advanced practica students) to examining personal

issues affecting therapy (interns)."

4hi1e QlCs should not be compared to beginning graduate practica students,

It is interesting to note that a similar pattern is suggested for paraprofess- S

I rIlnli development. McPheeters (1979, p. 155) indicates that close supervision

rot 1ew emplo t,,,s was import ant to tea(h the paraprofessional skills which the,,

ad not been taught in pr,-servie training or those skills which they had not
uvlly mastered. Paraprofesstonal programs identified as effective (Alley,
MABntmn, Feldman, HUtlet & Hol Ison, 1Q79) suggest a systems ap)proach to super-

)i n. The , pro,,rms t, , )hari tIri zed by formal training for entry level 0
0 , orientation for new p,iraiprelessionals and (learlv established roles for

, is s and stipervio( s. lhev del ine a system as an orderly combinat ion
if a set of component parts (sbs stems) which when combined produce a delinable

?,j Omf, or product. !n examinir stpervision from their perspective, one views.

Ih,, sper'isee within the ontext of the larger system in which he/she functions . .

] as wit heil the oorfxt of his/her own intrapersonal subsystems. When
l it it " dvnmic or o th r 1,pet iI i behaviors of the supervisee, Curtis and

I ,i r It t hat nn, mut do so in t he context of the supervisory subsystem
1 ,, 1 -q.... t ,, t f a larP,,r ssrem, iTic IcLiding the pre-service training program

i','! t , upport n t work wit hi n the (ommunitv at large. Thus, within their

r, t , sip rvli, Jn, t ey have ident if ied the component parts of supervision

h I si te1  the itrrel at on-ship aMong, these parts.

T}l (rtrt Is aod Y i egr ipproe,( h to supervision appears particularly promising

t. n :. .r,. h.iltl; tro f''o j i iIij, pe.rvisinIg 91r;s because it affords a frame-
,:, 1 T) in 1 r l Int if (1 ( , M. tOni,' c t s of the stiperv sory process can be systema-

Ii % ip1 1ed , t r e It t-rIt :ar and supervi see growth and development

I I 1 Ill 1 1a , i ina form, it does of ter some sti-uture
- t, ,r , -. lm, n .n . r. it 1,' lows is I desi ript ion of a systems model for

--. . .'I

r ... . 'Ill fir ')I]pirv sin g 4L s

t l'. a refIIt 1 of)s ip writh tin sllporvisee (Subsy'stem
,*.i , * • ;'i V., I -1; hi i' I7. 1i 1. I ' it v in( I udes an or ten-

ii - I l 1,r (1 11 hie of lI ageCyV ,; wel i

t2r ,
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Comme n t

The new 15-week Behavioral Science Specialist training program is superior

to th. program it replaced. The training is more accurately oriented to the

task,, expected of a 91G. In addition, the course design programs far more
interaction between instructors and students and among students. This greater

use of large and small group discussions and the increased emphasis on experi-

ential learning helps students to acquire and synthesize more information and

dc.velop a better working knowledge of applied theory and practice techniques.

We believe the new program represents a signifi.-'nt advancement in the 0

quality of training, and we are committed to its continued development. As

supervisors of 9]Gs, your assessment of training effectiveness is most relevant.
We welcome and encourage your input to the ongoing evaluation and rel inement of
the program.

Supervision 0

Although the Behavioral Science Specialist Program (91G10) was established
.n 11)47 (Rooney & Mason, 1952), very little information is reported in the

literature on the supervision of these paraprofessionals. In fact, there are
1.nlv six professional papers (Rooney & Mason, 1952; Monahan, 1960; Kagan &

Cooke. 1970; Blumberg, 1971; Trick, 1971; and Garber & O'Brien, 1077) which S
address the training program for 91GIOs.

One reason for the lack of critical scrutiny of the supervisory process
tor Ols is embodied in the mental health professionals' ambivalence about

what their role is. Garber and O'Brien (1977, p. 60) best characterize this
d i I emm,i when they state that 0

We have called them case aides, paraprofessionals, sub-

professionals and a host of other titles. We have credited them
with offering the solution to the manpower needs of the profession

and with possessing expertise by virtue of their life experience
and social origins not accessible to "professionals". We have 0
seen them as a threat and as a promise. But no matter how many
taxonomic schemes we produce, they remain a vital part of the
del ivery of service.

A se ond reason for this problem appears to be the varied hk,-Ikproild.
the I (, . During the Vietnam period, many giGs had BA and aster degrtes in i

rhe oc i a sciences. As the all volunteer Army concept has heen i mpl IieiiW t d,

m, t trainees have only a high school education . The changing Iev' 1 ls of

-iturit\ and prior training have complicated the supervisorv pro(( ,-

A third factor is mental health professionals' lack of undorstndli

what supervisioi is appropriate for the paraprofessionals (N cPheetri-. 1, .
l1) . 'iPheerrers ( 1979, p. 151) states that "Agency pro(fssional s are unot il I

s I: lv prepirecd by graduat e e(ijc at ion to carry out trainini, npc i-c ioi , i T,

',l uIt loll tin( t ionS. The se fu Ltnct ions, howe ver, are very imprttil to , , t I

p r[,rmli h v paraprof ss iona s."'
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immediate indication of how well they have understood the material just
presented, and it helps students to properly focus their subsequent study
efforts. The immediate opportunity to ask questions is also beneficial.

Evaluation 0

To successfully complete the Behavioral Science Specialist Course, the
student must demonstrate an acceptable level of subject comprehension and
skill mastery. We have identified eleven crucual objectives that the student
must attain in order to graduate. These crucial objectives are those that
were stated earlier, with the exception of I and 12. 0

The purpose of the evaluation process in addition to insuring that each
student is capable of performing the tasks described by the crucial objectives
and, thereby, qualified for the award of the 91G MOS, is to: (1) provide infor-
mation for determining each student's progress throughout the course, (2) provide
information for evaluation of instructional methods, and (3) distinguish levels
of student accomplishment for the purpose of ranking students.

Based upon the tasks the 9IG performs on the job, specific learning object-
ives stated in behavioral terms are specified for each block of instruction.
The content of a lesson provides the information needed by students to attain
the stated objectives. With the learning objectives clearly stated so that
students know exactly what material they must master, examination questions are
formulated for each lesson objective based on the material presented in olas4.

Content mastery is measured by nine paper-and-pencil examinations. These
examinations are in written form, or they may require the student to respond to
questions based upon situations or behaviors depicted on videotapes. A student
must achieve at least 70% to pass a written examination. If a student does riot
pass an examination, the student is retaught and retested before proceeding in
the course. If the student fails the retest, the student is eliminated from
the course. (Such students may be retained in the course if extraordinary
mitigating factors affected their academic performance.)

Skill mastery is evaluated for psychological testing (the administration
And scoring of the MMPI), interviewing, and counseling. The pert ormance
evaluation is graded on a Pass/Fail basis. To pass a performan(e evailuation,
the student must meet all of the preset pertormance standards in each of t he
areas specified on Jhe appropriate evaluation checklist. (A copv of the check-
lists is available. ) As with the written examination, if the student tails
the performance test, the student is retaught and retested before proceeding
in the course. If the student fai Is the retest, he is considered for relief
I rom the c ourse.

tin, c,,alu ion ,uhei k! i st will be available at the AMEID C1 inical Psvchology'
(11irs, or m1ayV be requested from Behavioral Scic ce Divsi on, ATTN: Chi ef,

'41, Bran h, A(ademv of Health Sciences, Fort Sam Houston, Texas 78234-6100.
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o( upational education inst itut ion. Students who su( ces t ul I y ompl .t. t he
entire Behavioral Sc ience Spec ialist course are awarded 23 )]I cge, (redits.
The ,specific course titles and corresponding credits are as fol lows:

Tit le Credits 

Human Development & Behavior 3
Psychopathological Disorders 4
Combat Psychiatry I
Psychological Testing 2
Clinical Interviewing 4 0
Applied Interviewing Skills 3
Principles of Counseling 3
Counseling Strategies 4

23 Total

Instructional Methodology S

An appreciation for the value of active and experiential learning is
evident throughout the course. Experiential learning is used to achieve
affective as well as cognitive objectives. For example, (1) videotaped simu-
lated interviews depicting various symptomatology are shown and students are
tasked with identifying the symptoms to support a particular diagnostic
impression, (2) students are tasked with maintaining a log of interpersonal
interactions, noting the variables that affect communication, (3) in small
groups, students discuss questions of ethics, sociological and psychological
theory, and clinical practice; they are then required to present their con-
clusions to the other students, (4) in role play triads -- client, 91G and
observer -- students enact interviewing, counseling, and psychological testing
sessions, (5) students participate in a T-group experience. These experiences
are considered an integral part of the training program to prepare student,
for practice.

Also considered important is the providing of formal feedback to students
so they realize early how well they are learning the material presented. For
example, the many components of an interview and the various interviewing
techniques are taught as separate entities. In the midst of the dida(ti( pre-
sentat ion , students are present ed an opportiun i ty to app] y the te( hn i que s appro-
priate to a particular phase ot an interview. An instru tor-student ratio of
1:6 is used during these periods. The instructor intermittently monitors two
student triads, answering questions and providing instructional input. A 1:3
ratio is used for spec if ied interviewing and coui-se! no: -ra( t i( uns when a
student conducts a complete interview or counseling session with a student rolec
playing a client while a third student observes. The inst mi tor asigned to
the student triad uses an evaluat. ion checklist to ( ri t iqut, the student inter-
view and the interview write-up that is submitted the following day. Three
such prac ti cal exercises are conducted for both interviewing ind ,'o ns Ii 1V.

Additional feedback is provided to students by way of quLizzes that ar,
incorporated into each block of instruction. Following dida( t i inst ru t ion,
students are administered self-graded quizzes. This provides them an

.O
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Program of Instruction (Cont'd)

Academic Subjects Periods

Identification of Behaviora Problems 31

Psychopathological Disorders 63

Substance Use Disorders l-

Psychological Testing 30

Psychiatric Casualties 15

Consultation 12

Interviewing 89

Counseling 74

Experiential 131

Testing 121

The major difference between the present program of instruction and its
predecessor is: S

1. Training time was expanded from 10 to 15 weeks.

2. Instead of a crucial performance objective only for interviewing, such

objectives were established for counseling and psychological testing.

3. Major subject areas were organized into distinct, instructional modules

and further subdivided into topical lessons which correspond with tasks listed
on the 91G Job Task Analysis Worksheet at the "10" level. Unlike the previous
course, the current course presents information in one substantive subject area -

at a time and tests the students' competence in that area before proceeding to

instruct in another area. (Students who fail to grasp a subject area are elimi- 0
nated from the course.) Interviewing and counseling are exceptions to this

module scheme. Concurrent with other subjects, interviewing is taught during

the first seven weeks of the course and counseling during weeks 9 through 13.

4. The current course makes substantially greater use of audio-visual
support, and it employs more instructor-student interaction and small group 0
exercises, rather than a lecture method of instruction, to accomplish learning

objectives.

5. Far greater emphasis is placed on preparing 91G1Os to perform their

role in the identification, treatment, and management of psychiatric casualties.

Students are provided fifteen periods of didactic instruction on the subject of "

combat psychiatry. This is followed by a nine-period field training exercise.
Students are then able to operationalize the concepts learned in the classroom.

In response to simulated psychiatric casualties, students enact the procedures

for the treatment of battle fatigue.

Pertinent to the program of instruction, it is important to note that in 0
December 1983, the Academy of Health Sciences gained accreditation as an
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I. Discuss the role of behavioral science specialist in the Army commu-
nity, the qualities necessary to fill this role effectively, and the function
of values and ethics in the performance of this role.

2. Discuss the stages of human development, describing the characteris- 0
tics and tasks associated with each stage.

3. Identify the physical and psychological symptoms that indicate a
behavioral problem and identify the correct case management response.

4. Recognize the general characteristics of an adjustment disorder, per- 0
sonality disorders, psychosexual disorders, anxiety disorders, somatoform
disorders, affective disorders, schizophrenia and psychotic disorders not else-
where classified when provided written statements or videotaped case studies.

5. Discuss the behavioral signs of substance abuse, dependence, withdrawal,
and tolerance; and given case studies describing drug abusers, discuss the S
motives for using drugs and the effects of drug abuse.

6. Administer and score the MMPI; describe the purpose and characteristics
of the WAIS-R.

7. Describe the role of behavioral science specialists in a combat envi- S
ronmcnt; describe the behavioral characteristics of battle fatigue; and demon-
strate knowledge of pertinent Army regulations, policies, and procedures which
may apply to a 91G's role in a combat environment, to include treatment of
battle fatigue, combat patient management, and administration of medication.

8. Discuss the command and the medical consultation role of the behavioral .5
science specialist.

9. Conduct and record an intake interview and a collateral interview;
select appropriate referral procedures in specific situations, and present a
case for supervision.

10. Select and employ counseling strategies: guidance, supportive, and
crisis intervention, effectively using counseling techniques.

1I. Demonstrate interviewing and counseling skills.

12. Demonstrate knowledge of group dynamics by active participation in a S
training group.

13. Demonstrate achievement of physical readiness.

Program of Instruction

The course's academic content in summary form is as follows:

Ac ademic Subjects Periods

Orientation to the Job of Behavioral Science
Specialist 10

Normal Human Development 19
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Medical Orientation Course or possess the 91B MOS; (2) Enrollee must possess
a high school diploma and ST score of 105 or higher; (3) Enrollee must have no
record or evidence of instability or immaturity; and, (4) Enrollee must be able
to communicate effectively both orally and in writing in English. Prerequisites
(1) and (2) are clear cut, but no criterion-referenced instrument is used to
measure stability and maturity or communication skills. The program is largely
dependent upon the judgments of recruiters and career counselors to determine
whether these prerequisites are satisfied. This screening process is adequate
but far from ideal.

Enrollees who are recognized as too immature to function as 91Gs are elimi-
nated from the course. Some, however, go unidentified and manage to successfully
complete the course. Their immaturity only comes to light when they are unable
to effectively respond to clients and patients because they are struggling with
some of the same maturation problems exhibited by the young clients they are
expected to help; or because of their sensed immaturity, they are intimidated
by older clients and are unable to effectively and comfortably deal with them.
A proposal to establish the 91G MOS as a reenlistment MOS was submitted in
order to help alleviate this problem; however, the proposal was disapproved
due to overriding DA personnel management considerations. Given the frequent
enrollment of eighteen- and nineteen-year-old personnel and the difficulty of
assessing maturity during the relatively short training period, the occasional
awarding of the 91G MOS to inadequately mature personnel will undoubtedly con-
tinue.

Since the prospective enrollees' ability to communicate effectively is
not actually tested and since career counselors do not fully appreciate the
communication skills required of a 91G, only those manifesting a gross defi-
ciency are screened out. The course's academic requirements do challenge the
students' communication skills. Consequently, many with deficient skills are
eliminated because they are unable to conduct acceptable interview or counseling
sessions or their interview write-ups fail to meet standards. Those with inade-
quate communication proficiency, but who have compensating academic abilities,
can, however, successfully complete the course. The utility of these marginal -

graduates is limited. In addition, their poor communication skills adversely
affect the case supervision they receive; and, most importantly, it may adversely
affect the quality of service provided clients.

Although the success of course enrollees is not ensured by the prerequi-
sites, they do perform an evident screening function. Attendees are, by
in large, more intelligent, more mature, and better academically prepared
than the average Army inductee. Their shortcomings, however, demand the
attention of trainers and on-the-job supervisors.

Instructional Objectives

The present course is fifteen weeks long and is necessarily geared to
train the individual to perform a wide range of functions with the professional
staffs of TOE and TDA organizations in support of mental health, social welfare,
and human service programs. Each block of instruction has specific training
objectives, but these are generalized into thirteen broad instructional object-
IV(- . St udents must demonst rate an ability to:
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The Training and Supervision of the

Behavioral Science Specialist

MAJ Milton A. Clarke

and

CPT(P) Carl E. Settles, Ph.D

Academy of Health Sciences, US Army

Abst ract

Behavioral Science Specialists(91G) augment psychiatrists,

social workers, and psychologists in the delivery ot mental health

and human services in the military community. Their effectiveness

is dependent upon their receiving quality preparatory training and

on-the-job supervision. This paper describes the 15-week Behavioral

Science Specialist Course, implemented with Class 1-85 on 29 October

1984. The prerequisites for course enrollment, the program's train-

ing objectives, the subjects taught, the methods of instruction .

employed, and the evaluation tools used to measure the students'

cognitive learning and acquired skill level are described. The

paper also provides a review of the literature on supervision of

paraprofessional mental health workers, summarizes relevant findings,

and specifies a systems approach to the supervision of Behavioral

Science Specialist. .

The purpose of the Behavioral Science Specialist training program

conducted at the Academy of Health Sciences, Fort Sam Houston, Texas, is to

prepare paraprofessionals to augment psychiatrists, social workers, and psycho-

logists in the delivery of mental health and human services in the military
community. This purpose has remained constant over the years; however, because

of the expanded role of the Behavioral Science Specialist (91G), changes in

the academic preparedness of students, and advancements in training concepts,

the program of instruction has changed markedly since its origin in 1947.

The continuous challenge has been to identify those studcnt variables •

that are important to successful course completion and subsequent successful
duty performance, those subjects that should be emphasized in student training,

the training methods that are most effective in producing qualified 91Gs, and

the means to reliably measure the student', achievement of training objectives.

The new 15-week Behavioral Science Specialist Course, implemented with

Class 1-85 on 2q Oct 84, represents the state of training avail ble to address

these concerns.

Course Prerequisites

In regards to those variables that are important to successful (course

completion and subsequent successful duty performance, the following course

prerequisites exist: (1) Army personnel must complete thc 4-week General
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stories or to sentence completions. It must be remembered however, .i
that we are not looking for pathology but for issues of fit, somatizational
questions, depressive signals, or substance abuse characteristics.

We follow testing with a clinical interview with the Aeromedical
Psychologist. This person has had training and experience in dealing .-

with the aviation environment and has all the testing data at hand.
Aviators tend to be great at deception and fall into the same category
as alcoholics in their ability to deny problems and put on a front for
the interview. The evaluator must realize that self disclosure is not
a quality highly favored by aviators and thus, the format of the interview
may need to be changed. Again, it is what is not said more than what
is that is the focus.

The presence of the findings from our test battery seem to have -
a powerful effect on the aviator. One reason for this seems to be that
they believe in our "witchcraft" and think we can get who they really
are from the testing. This makes him/her more willing to talk about
issues you as therapist bring up and more willing to level with you.
Thus, the testing hypotheses seem to be more fruitful in getting at
real issues of the person. They rarely open up fully but what is given .
is usually enough for us to draw our conclusions.

The major problem we currently face at the Aeromedical Center is
in the validity of our data. Psychological testing is not readily normed
for "normals" and we are making inferences from the normal population.
Also, we do not fully know how our conclusions are going to hold up.
The Air Force and Navy have given us some hard data but even this is
questionable because it is drawn on college graduates in high performance
aircraft while we are working with helicopters. As we get more into
Nap of the Earth flying at high speeds we approach similar charateristics
except an F-17 is at 40,000 feet while the Cobra may be at 4 feet above
the trees. We are working on producing validation data but we may never
get a valid finding. And even what inferences we have drawn do not
fit the Black or female population of aviators, and yet we must make
evaluations here as well.

Each aviator is a unique opportunity to test our clinical skills
of assessment and interpretation but we must remember the costs involved
in disqualifying a trained aviator that cost over $100,000 to train
or in the fatality of an aviator allowed to fly when he/she should not.
The onus is on the psychologist to answer psychiatric issues in this
normal" population, and in few other areas will we have a greater impact

on an individuals life goals.

-90
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or designing your treatment plan. There are certain problems in doing
this however, which must be recognized. Since, in most cases, with
the possible exception of family dysfunction, the aviator has been grounded
for medical reasons prior to your appointment, you will probably have
a resistant, angry, and fearful patient on your hands. If he/she has
not been grounded you should immediately contact the flight surgeon .-
to inform him/her of the aviator's presence in your office. Failure
to do so could have disasterous consequences both for you and the aviator.
Confidentiality does not extend to aviators! In either case you get
a resistant, fearful, and angry patient whose one goal is to look good
enough to return to flight duties.

At the Army Aeromedical Center we are asked daily to evaluate aviation
personnel involved in training or for return to flight or control of
flight duties and have found some interesting characteristics. We begin
our evaluation with a historical interview to include the person's reasons
for pursuing a career in aviation. This is true of both rated aviators
as well as student pilots. We follow this with the MMPI. Most of the
time this results in a "fake good" profile making diagnosis questionable
but it does not make the testing wasted. Many times data is gained
not from what is present but what is missing, and since it is a defensive
profile we know to give special attention to any scale which is out
of line.

The average aviator appears to reveal elevated Pd and Ma scales
but rather than revealing pathology these seem to support successful,
risk taking, action oriented, rule bending profiles. The absence of
these elevations may signal a person who has lost some of those traits
and may signal a loss of fit with the aviation environment.

Another elevated scale often associated with aviators is Pt revealing
an obsessive type of personality. Low flight requires obsessiveness
and attention to detail in order to stay alive. Fixed wing aircraft
will glide a great distance with an engine failure but a helicopter
tends to glide almost straight down, sometimes with less than desirable
results. When this obsessiveness gets carried to extremes, however,
we find a syndrome termed fear of failure (fear of flying by the line)
where the soldier cannot live up to his/her own expectations for perfection e
and thus suffers overpowering stress when involved in flight, or perhaps
even approaching the aircraft.

Since we are dealing with normal populations a second inventory
administered is the Myers-Briggs Type Inventory. This instrument gives
us a pattern of behavior which again can be compared to other aviators.
This is a new addition to our battery and little is known of its useability
but it is beginning to group most aviators into the ISTJ mold.

Projective devices have proven to be helpful in our evaluations
with the most productive being the Thematic Apperception Test and Sentence
Completion Blanks. Aviators give few responses to Rorschach cards and
seem adroit at avoiding substance issues. This is not true for TAT
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Psychological Evaluation of the Army Aviator
Where Normal Isn't Normal

MAJ (P) H. Frank Edwards
US Army Aeromedical Center

Abstract

The Army aviator is a mixed bag of goods, rarely appearing
to fit the commonly accepted mold of normalcy. Those who engage
in "low flight" have specific personality characteristics which,
if not properly addressed by mental health professionals, can
result in a loss of a promising career in aviation or one hand
or the loss of life and machine on the other. The inherent
dangers of flight attracts people who seem to thrive on danger
action, and stimulation. The Army Aeromedical Center is attempting O
to isolate variables of personality which will aid psychologists
in making appropriate diagnoses and choices with aviation
personnel.

This is an informative paper not based on varifiable data but is
presented to address the questions of human differences, the problems
of evaluation of a "normal" population, the types of defenses most often
found with this population, and some observations which appear to be
characteristic. It is hoped that research currently in progress will
produce quantifiable results in the near future.

Those of you who have been asked to evaluate or treat an aviator
or air traffic controller have probably experienced some frustration
in completing that evaluation or gaining cooperation in treatment.
The foremost concerns in dealing with aviation personnel are to keep
in mind that the overwhelming majority of people you will see are not S
DSM III diagnosable, are very reluctant to see you or any other mental
health professional, are fighting to protect their careers in aviation
and perhaps the military, are by nature secretive and defensive, and
have personality traits often found in persons with sociopathic diagnoses.

Most probably you will be asked to evaluate or treat aviators due e
to somatization issues, mild depression, alcohol abuse, family dysfunction,
interpersonal lack of fit, or for possible brain injury. For the last
type of problem hopefully you will seek the consult of a qualified neuro-
psychologist because the ramifications of your findings are far reaching
and heavy. In the former cases you will probably wish to rely on your
old stand-by assessment devices to help you in making your reiponse
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position, it fosters organizational inflexibility, misuse and malutilization _
of personnel talent, as well as reducing job satisfaction and morale. 4

Good predictors can predict with some success whether a candidate can
do an effective job, however it cannot assure that they will be highly
motivated to do so. By adhering to these pr .riples and recognizing the
limitations and the advantages of psychological screening for selection
purposes we can improve the organizations ability to make decisions in I
this important area of personnel selection and classification.

4
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2. Outcome criteria that is job relevant and specific should be clearly
identified. If "unsuitability" is to be predicted, the probability associated
with accurate identification should be developed for each criterion which has
been behaviorally defined.

3. Options associated with different probabilities of success or failure
should be presented to the decision makers rather than merely a go - no go
determination.

4. A task or job analysis should be conducted by the agencies to identifiy

those psychological attributes considered most important for effective conduct
of the job.

5. A battery of at least 4 psychological instruments should be administered
to insure a reliable estimate of the individuals personality structure, vulner-
blities and stress reaction.

6. These tests should be validated for use with the specific population being
evaluated using both predictive and concurrent validation procedures. These
studies should be conducted in accordance with the most recent Joint Technical

0 Standards for Educational and Psychological Testing.

7. Specific cut off scores for the various instruments and a risk-decision
matrix should be developed using the validation data and criterion selected.

8. Standardized interviews should be developed to use the test results to
best assess weaknesses of the candidate.

9. Written evaluation should be prepared for each candidate tested, doc-
umenting rationale and data that would support a suitability statement. Candi-
dates should be rated based upon their suitability as well as the false-positive
or false-negative risk inherent in the selection procedure, since the of psycho-
logical or personality factors that are predictive of non-suitability for
intelligence work are not well documented. A more complete understanding
of them could be achieved by developing a data base and establishing relevant
measures.

10. A utility analysis should be performed to assess the overall effective-
ness of the program in terms of training success, job performance and attrition.
However, this requires the development of a valid predictive instrument for the
decision maker.

11. A consent form authorizing that test results can be used for research
purposes should be completed at the time of test administration.

Although psychological evaluations for the purposes of determining a candi-
dates suitability for this work is still in its infancy the above guidelines
would allow us to maximize the utility and validity of our selection decisions.
Selection procedures have been criticized in the past for assuining that the
job is "static" and that the candidates for the position must be matched precisely
to the demands of the job. Apart from the ethical difficulties I have with this
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an orientation to the role of the supervisor and how lM;s ire to relate to
cl ients and other stafi members. Clarity must be provi (e( as to t e t Vpe of
supervision to be utilized. Hess ( 1980) summari zes the type of sunervi sion
as follows: lecturer, teacher, case reviewer, monitor, collegial/peer and
therapist. While all six supervisory relationships may be employed with 9lGs,
the first four types cited will characterize the relationships most super-
visors will have with new Behavioral Science Specialists. These types of
supervisory relationships involve a one-way communication pattern from an
expert to a novice. However, eventually all supervision must ultimately
involve two-way communication between the supervisor and the supervisee most
characteristic of a collegial/peer type of supervision (Goodyear and Bradley.
1983). In addition, the frequency of supervision and the quality of the
relationship between the supervisor and supervisee must be addressed. McPheeters
(1979) views ongoing case review as an excellent teaching and supervising
mechanism for paraprofessionals, but indicates that its success depends upon
the good relationship (empathy) between the two staff members and on the regu-
larity of the meetings. Periodic employee rating forms as a method of super-
vision appear less than satisfactory, particularly if they focus on socially

adaptive skills (e.g., whether the worker was on time, whether he kept up to
date with paperwork) rather than with clients.

Once an effective relationship has been established, the supervisor's next
activity is to assess the 91G's clinical skills (Subsystem 2.0). There are
numerous ways in which this assessment can be made. Direct observation of the
91G while he/she interviews/counsels a client is probably the most effective
method of assessing skill development. These skills can be assessed by co-
treating a client with the novice 91G or audiotaping or videotaping the 91G
interview or counseling session. The supervisor must be knowledgeable about
the entry level skills 91GIOs are expected to have mastered (e.g., conducting
and recording an intake interview; administering and scoring the MMPI; con-
ducting a collateral interview; presenting a case for supervision, etc.; see
AR 611-201 for a full description of 91GIO entry level skills). The supervisor
will decide upon the skills that he/she wants to assess and the method of

assessing the skills. Senior 91G's skill assessment will be more individualis-
tic, but the basic process will be the same. Define the skills in behavioral
terms, and avoid global and undefinable ratings like overall counseling

effectiveness.

Subsystem 3 requires the supervisor to pose a question, "Is the 91G
capable of functioning at an acceptable level for the agency?' This question
is best answered by defining the tasks of the agency (both administrative and
clinical tasks) and matching the tasks of the agency with the skills of the
91G. Generally, 9IG jobs have been focused around three areas: spe(ific tasks
(e.g., administering and scoring tests, doing intake interviews); specific
professions (e.g., social work case aide, psychological assistant)" and adMi-
nistrative tasks (e.g., answering the telephone, schedul ing patlilts ). Whatever
the agency's needs, McPheeters (1979) suggests that the leaders oft th, agent
must firmly agree on what model of paraprofessional use will he adopted to
avoid misunderstanding and conflict between professionals and paraptI essiolal s
about what their role should be.

Establishing supervisory focus (Subsystem 4.0) is the, ixt act i ,it%.
Questions of acceptability to the agen \ determine supervi sorv focus. P,,it iev,

answers to questions of 91 ; acceptahilitv general lv require the sll,,,I visor\
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focus to be more personal (Subsystem 4.1). Curtis and Yager (1981) have
suggested that a personal focus would involve exploration of the supervisee's
feelings and the interconnections between the supervisee', personal dynamics
and the dynamics presented by the problem of the client. On the other hand,
a negative answer to the question of acceptability would require a content
focus (Subsystem 4.2, Remedial/Inservice Training), wherein the supervisor 0
would spend the majority of his/her time teaching and providing information
to the new employee.

* New paraprofessional workers that demonstrate acceptable basic skills must

be required to staff their cases (Subsystem 5.0) on a continuing basis. This
technique provides a natural avenue to continue to build mutual trust, assess
competence and further clarify the 91G's role. Conversely, 91Gs demonstrating
a lack of acceptable skills should be required to attend a remedial ongoing
time based training program (Subsystem 4.21) to rectify deficiencies. Compe-
tency based training appears to be the most effective method for paraprofessional
remedial training because it focuses on specific competency goals, offers flexible
scheduling and allows the learner to move through the program at his/her own
rate. Military mental health professionals may want to ask the 91G Branch,
Academy of Health Sciences, to provide this training or they may prefer to
locally organize inservice training utilizing competency based principles.

Subsystem 6.0 sets in motion a very complex process wherein the supervisor
seeks an answer to the question, "Is the 91G's behavior acceptable?" Once ."
again, the focus is on whether or not the paraprofessional can demonstrate
observable skills. Only this time, the ability to manage individual cases is
more closely scrutinized. A positive answer to this question allows the para-
professional to continue to see patients (Subsystem 5.0) and to receive feed-
back (Subsystem 7.0) and inservice training (Subsystem 4.22) commensurate with
his/her personal needs. Eventually, the supervisor must assess once again "
whether the 91G's progress or development as a mental health worker is satis-
factory (Subsystem 4.3) and, if so, whether to continue supervision (Subsystem
4.4) or seek administrative measures (Subsystem 4.5) to promote the parapro-
fessional to increasing levels of responsibility.

A negative answer to the question of ability to manage individual cases S
follows a similar pattern as the one described above. However, training is
more focused on specific skill acquisition in a specified time period (Sub-
system 4.2) and results in punitive administrative solutions (e.g., rehabili-
tative transfer; MOS reclassification; discharge from the service as unsuitable)
should the QIG fail to meet the standards.

In Feedback, Subsystem 7, the supervisor gives the paraprofessional feed-
back on his case management and counseling skills. The supervisor may need to
exert control over the case. but should resist the urge to completely take over
every case. Available research (MePheeters, 1979; Alley, Blanton, Feldman,
IHunter & RkIlson, 1)79) indicates that paraprofessional mental health workers
ne(Il Ind r,-.,pond w,,ll to ,pec i fic recommendations from their supervisors. 0

Comment

hialth protessionals responsible for the supervision of QIGs will
hi-,! ,,rforri their funttion by taking a systems approach to supervision. A

K st ,es mod. I fer supervision that is flexible enough to respond to the pro- _•

I ,ss inn needs ,f all skill levels of 91Gs is proposed. This model will assist
TICTriI heilth professional s as they strive to meet the challenge of 91G super-
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Reference Note

lor tiu purpose of this paper, a supervisor will be defined as one who
SovC rs-,es the wor: of another with responsibility for the quality of that 0

%ork. Behavioral Science Specialist, 9lG or paraprofessional are labels
t hat ki.i h (' used interchangeable. They are labels that define a regu-
I l I lpoved and ful ly salaried staff member whose formal degree in.-

iI hclI t h doce,, not excecd the baccalaureate (BA or BS level).
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A Video "Mass Psychiatric Casualty Exercise"

CPT Mark Anthony Mollica, PhD
Division Psychologist, 8 th Infantry Division (Mech)

Baumholder Community Mental Health Activity

Battle-tested approaches to treating the Combat Stress
Casualty are known. However, knowledge of these techniques
is not widely known by those who will probably be most involved
in treating the Combat Stress Casualty, namely, Battalion Aid
Station and Medical Company personnel. This tape is designed
to complement instruction on Combat Psychiatry by providing
a video "mass casualty exercise" suitable for classroom use. 0
The tape consists of an introduction, a scenario statement,
and interviews with nine simulated combat stress casualties.
The introduction provides background for the training instructor
on the content of the tape and suggestions for best use of
the tape. The scenario statement is a recording of the actual

scenario presented to the participants of the exercise from 0
which the interviews are culled. The interviews are deliberately
brief, ranging in length from I to 3 minutes. The interviewers
are mostly 91B s from the medical companies of the 8 th Medical

Battalion who were presented with "casualties" made up of other

8 th Infantry Division (Mech) personnel. The strength of the
tape is in capturing the behavior of the casualties. These "
casualties provide a wide range of stress-related symptoms.
Viewers have the opportunity to make their own assessment and
disposition of many casualties. When coupled with instruction
on the principles of treatment for Combat Stress, thi; tipe
can provide a valuable, practical training experience for any

soldier. 0
In doing the actual exercise, soldiers benefitted most

from the training by being faced with one or more casuolties
prior to any instruction on treatment principles. After being
confused and unsure of how to deal with the casualty, soldiers
were very receptive to both conceptual and practical instruction.
The tape is edited to allow the same kind of experience for S
viewers. Pre and post-instruction data on both self-report and
disposition questions can be built into the training.
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Use of the Visual-Kinesthetic Disassociation Technique
in the Treatment of Post-Traumatic Stress Disorder

CPT Jean P. Wycoff
Ireland Army Community Hospital

Abstract

Visual-Kinesthetic Disassociation (V-K) is a Neuro-Linguistic
Programming (NLP) intervention specifically used to remove from

traumatic memories their power to impair current functioning. It
is a brief therapy technique which does not require the client to
intensely re-experience the emotions associated with the trauma.
Therefore it is especially appropriate for use in military psy-
chology settings as it minimizes disruptions in the service mem-

ber's duty performance. Basic elements of NLP used in the V-K
paradigm are described and the steps of the V-K are presented.
The process is demonstrated with a video-taped example of

Maryann Reese, Certified Trainer of NLP, using V-K with a Vietnam
veteran.

Neuro-Linguistic Programming

NLP is a model of therapeutic communication that describes the process
of change. The original development of this model was essentially a natu-
ral history of therapeutic change interventions as utilized by Virginia
Satir, Fritz Perls, and Milton Erickson (Bandler & Grinder, 1975a; Bandler
& Grinder, 1975b; Bandler, Grinder & Satir, 1976; Grinder & Bandler, 1976;
Grinder, DeLozicr & Bandler, 1977). Richard Bandler, a gestalt therapist,
and John Grinder, a linguist, video-taped and described certain patterns
of intervention used by these maister therapists to achieve predictable

change. In addition, as they listened to thL words people used to describe
their experiences, they heard them as Iiteral, rather than figurative, des-
criptions of their cognitive processes. S

The V-K Disassociation is .i spccific therapeutic pattern for helping a
person to think about a past traumatic uxperience ithout re-experiencing
the overwhelming feelings associaItCd with that experience (Bandler & Grin-
der, 1979; Cameron-Bandler, 1978; lankton, 1980). 1 order to understand
the V-K process, it is necessary to understa|nd the basic elements of NLP
of rapport skills, 4-tuples, associat.d vs. dissociated experiences or •

memories, and anchoring.
Rapport !kills. One prerequisite to therapy is the ability of the

therapist to establish rapport at the unconscious level with the client.
The therapist achieves this by matching such components of L',e client's
experience as posture, body movement, breathing rate, eye blink rate,

voice tone, speed, or volume; eye movements, and types of verbs or other
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specific linguistic structures used. In this way, the client unconsciously
knows that his or her concerns have not fallen on deaf ears, so that the
therapist sees the whole picture, gets a taste of what it is like to be the
client, and has a handle on the situation (Bandler & Grinder, 1979; Cameron-
Bandler, 1978; Lankton, 1979). 0

4-tuples. If you remember what you had for dinner last night, you may
start with the sight of steam rising from your plate, with a particular odor
or flavor, with the sound of crunching, or the texture or temperature of the . -

food in your mouth. As you think about your meal, you probably remember
some characteristic in each of the four representational systems; visual,

auditory, kinesthetic, and olfactory/gustatory. The specific sensory based
elemients in each representitional system make up the 4-tuple (Dilts, 1983;
Grinder, DeLozier & Bandler, 1978; Lankton, 1979). For any experience, the
4-tuple is comprised of what the person actually perceives from the environ-
ment plus internally generated elements such as what the person tells him-
self or herself about the experience as it is happeAing. The complete
4-tupe can be ascertained by asking the person to describe the experience,

be ,.inning with ainy one representational system and overlapping to the
others. Changes in the person's current 4-tuple can be observed by noticing
shifts in such things as posture, skin col-, eye movements, muscle tension
and listening for changes in breathing rate and voice tone, speed, and
volume.

A.sociated vs. D)issociated Experience/Memory. Remembering last night's
dinner, you may picture it from cithcr an Associated or dissociated perspec-

Live. If you see the meal as you saw it from your own eyes last night and

nave the sine feelings you had then, you are in an associated experience.
If you sce yourself eating as if you were watching a video-tape and have
feel ings about that experience, you are in a dissOc iated experience. As
vou can imagine, the feelings generated by assciated memories are stronger

than those generated by dissociated memories (Bandler & Grinder, 1979;
Cameron-Bandler, 1978).

Ancho ri ng. Anchoring i a way of stabil izing a particular internal

experience so that it can be predictably elicited and utilized. It is
accomplished by pairing a particular sensory st imulus, eg. visual, auditory,

kinestheric, or olfactory/gustatory with the internal experience so that
when the stinulus is repeated in exact v the same wiy, the internal experi-
ence wiK1 also be repeated. One way to think of an anchor is that it is . .
like A very ettective discriminit iv stimulus (Bandler & Grinder, 1979;

(.mern-Bandler, 1978; Dilt s, 1983; LAnktou, 9 )9).
There are nlume rous ex'amiple s of anchorsa in eu, - day life. Red lights .

(visual) (-I ic i t sCppinc. 'Ilhe 1,t ion 1; atnt 11m (aud itory) sparks patriotic

feelings. Cookies hakin. (oi litrv/nuntatory) may remind you of special
chi ldhod memories. Bing t.Iched jist > . : ,our partner (kinesthetic)

clicits sexual Ieelinlls.
In the same way, it A ( I i,'it :,Av-, " ' cn I ai on the firing range

lookiI uK toward the Crc.,-li:a, i I t , eo-t I t e 1 ii1 in Viletnan Again," the
oinselor can anchor thi -t.Att with i pittilar touch or word. By having

the cli ent describe tiis expel n. it in dtal I from an associated perspective,

the client will access the prhiem buh ivio so t liii teie therapist can then
recoanize its presence or absence as tie therapy progresses. Similarly, the
therapist can elicit and anchor therapeuti cill usetul positive states.

- ....- ...... -. ........... ...... . . ..
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V i s lt I -Kinll h ti, l)[a sociit ion-

V-K Disassociation combines t hese basic ciOmeats of N!I. in a particular
pattern to create a new internal experience to an old stimulus situation by
separating the feel ing port ion of the internal :pprioe cc and providing a
more comforta l feeling. This results in the cli ent having an additional
choice at the inconsc'Ios l evel .ihout how he "t sh, will feel when confront-
ed with the t raumatic mentor';. ['he follewing'; cicript ifl ol tire t.1ps in
this techniqle has been i k f corm Bandler and Grindcr (J979), Cameron-
Handler (1978), and luaikton (1980). More detailcd dcscript io'ns and Addition-
al cl inicalt] zi-mnplas o ii 5,_ found in tho,-.t, ,;oulrce.s.

1. Ez::tjbl i>;n rapp;o t !.
2. tI'-c t And 111'11LIC tilt 1'r IIC111 -t~utc. Thlis, -hould bc brief as it

i: not dt,:;,rahlk for tis ( lictL LO slilt r lrnnkCStAri ly. The client's non-
verbal state munt i, cariallv observed tor ch,,kin, the success of the in-
telrvetl ion whci it i n wcO 'P)CLUd.

3. Establishi a st ot -aohor for comfort aul -vcurity. Kinesthetic. .
Ihold this ncior n s t i nt and I ave, the client visulIize a still

sI lo ,t Lf tI e ir' st sc e ' c t .he tiAu;rA L i , x- ir c in ron t ,id froi a

diss-ctiL'd pcrsp tiv.. "Sect yitm -i over there-.
5. Tl I I tie elicI t Vt; f I ,'r Wi t of his or ! r bIodv and ,watch himself

or ersC t 1aLthing the' -i, cr Sc t. Anchor this dis.ociattc. state. This
Sc u Stc, ,,,1c ISctition h Is ketp UP diena_ 1ir011 coll:psing inlto the S
:ccI inus 01 a,o ,.n: itcd =h.or'.. 11 it Ko lo t, it ;h,)uld bo re-estab-
1 i st-,-I hc for,. ,ont [no i 1).

HAVL tire to I i t-!it watch t !. en ire scone as it it were a mov ie and
learn soetlliug, cto lld the dissociation through atuditory, visual, and
kinestetic anchors. "Sittinc here comfortahlv watching yourself watch -

'"Iff " cii_,2cc StIf t hell cVe- :: t g ing tar~uoh that c-. peri oncu then..."
7. be-int -- rate the "',wtcher" and the pcsent-dav person. "Float

hitc' I into ventl a' 'dy . ."h it olde pirsLl/ " '.-

8. Re-int ograWt the initia] dissociation yv hayig the "older" person
go to- the "vounger" purson and comfort him or her, saying that the ",-lder"
p'r-onri is frenm his or her fttLtrc,. When this is rOMplere, have the client
1)1c the you1,tC r self Ick inside their body.

9. Re-run tie .xpe rrience wit hout the anchot s and look tor te or i-
ginl! 4-tuplc. I !a phobi respoib., is involved, I ture Iace bv hiving
the pL rn-n img iie t K. nS: t ti it coul hlppen ild look for the orig-, inal
4-tiple. It the proot,!i: 4-tuplc is not preseilt, tii.-, is a _hcck on the
won, thait inci, ,otes, success;

W),tt )11 t,, c rit io n0 C

lie ' idct,-t llcd , V.riip. sh i.. an NIP traintet ttsitug V-K ti .,asn,,u it i,

., ih , i 1it uV ict t l '8 1 . " . i'to i iK.ut wi -, . t e iI .c - ii
"',1 i ' 1)r- i ( I r .I e t 11. I he tr I I ii I, t " ec l i v n Ivc d a I it II I L

in w'hictl I 1 1, ., -h!Ti !'t I n(u " . I illel. Ic _m:'rc :,Is t rim ', i .- the

* -' I I I ,- i 1. I t 1- it' . 11 J t i- , i ie A' o r !IC t't A I i , i ilkI

in, I i reki1 I ~ :- '' m -!-,1 AI i 'i l I t,: ii L

s p fl l' , I I Il i I: I ' [ l. t I , t 1t Wi k , ¢ " . t'l I't Cl ' l t I i , , i 1 I
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This example is particularly valuable because it illustrates the
integration of V-K Dissociation with gestalt oriented grief work, giving

some indication of appropriate ways for therapists of other orientations

to combine this intervention with their other therapeutic skills. In

addition, the dissociation included olfactory as well as the usual visual 0

and kinesthetic elements.

The therapist, Maryann Reese, is a Certified Trainer of NLP, Executive

Director of the Southern Institute of NLP, Adjunct Professor of Special

Education at the University of North Florida, and a Licensed Marriage and
Family Counselor. She has conducted NLP training for U.S. Army Organiza-

tional Effectiveness personnel in Europe. 0
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Behavioral Management of Chronic Seizure Disorders: A Case Study in

The Efficacy of Stress Management Training

David C. Schaefer, Ph.D. Daniel E. Stanczak, Ph.D.
Keller Army Hospital Bayne-Jones Army Community Hospital
West Point, New York Fort Polk, Louisiana

Gary Greenfield, D.Sc.
William Beaumont Army Medical Center
El Paso, Texas

Abstract

Although anticonvulsant medications still remain the treatment of
choice for chronic seizure disorders, response to such medications 0
is variable. A growing body of literature suggests that behavioral
interventions -- such as biofeedback and relaxation training -- may

be effective in reducing seizure frequency in some epileptic patients.
In the current case, stress management training was employed as an
adjunct treatment for a 50 year old, female epileptic with a 35 year
history of poorly controlled grand mal and psychomotor seizures. 0
During the course of treatment, the patient was able to achieve an 84%
reduction in seizure frequency, going from between 12-14 seizures per
week to approximately 1-2 seizures per week. Neurodiagnostic,
psychometric, and follow-up data are presented. The results arce
discussed in relation to current theory regarding the etiology and
maintenance of seizure disorders, and hypotheses are generated regarding 0
those aspects of stress management training which appear to be
essential to symptom reduction.

Introduction 0

Of epileptics treated with anticonvulsants, it is general]\,
accepted that 50% are seizure-free, 307 achieve some reduction in
seizure frequency, and 207 demonstrate no .ignificant. change (Freeman,
1979). Although anticonvulsants still recm;in the treatment of choice,
several variables may attenuate their therapeutic effectiveness. For
instance, response to ant iconvulsants is known to var -\ as ai function
of the type of seizure disorder involved. With anticonvulsants, for
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0

xample, roughly 28% of patients with temporal lobe epilepsy achieve a
omplete remission of symptoms, whereas approximately 50% of cases of
rand mal seizures demonstrate comparable relief (Merritt, 1979). 0

Another possible cause for variability in response to
nticonvulsants may be the failure of some patients to comply with
nticonvulsant regiments. Such noncompliance may result from any
umber of psychological factors -- such as a nonmedical orientation,
nadequate intellect, religious beliefs, etc. -- or may be related to
he various noxious side effects attributed to anticonvulsant use, 0
uch as those reviewed by Fraser (1981) and Upton and Longmire (1975).

Yet another possible reason for the variable therapeutic
ffectiveness of anticonvulsants is the fact that epilepsy is a
psychoneuropharmacobiosociophysiological" syndrome (Mostofsky, 1978).
n other words, a variety of genetic, psychological, social,
iochemical, environmental, and neurological factors are involved in S
he etiology and maintenance of seizure disorders. The relative
mportance of these multiple etiological factors appears to vary from
ase to case. Anticonvulsant medications, because of their specific
ffect on synaptic transmission, may be effective in those cases where

iochemical factors are heavily weighted etiologically. However, they
re less likely to be as effective in cases where psychosocial factors 0
re heavily implicated, even when such psychosocial factors exist in
he presence of concomitant, demonstrable neurological dysfunction.

Current thinking regarding seizure disorders, stemming from the
ork of Javanovic (1974), proposes the existence of a stress threshold
hich, when exceeded, allows seizures to occur in a predisposed
rganism. As Mostofsky's polysyllabic label implies, the source of
uch stress may be endogenouse -- as with metabolic disturbances, toxic
tates, hyperdepolarized neurons, or psychopathology -- or may be
xogenous -- such as climatic extremes, job-related pressures,
hvsical danger, or disturbed interpersonal relationships. According
o this model, treatment of epilepsy requires that an organism's level
f stress be maintained at a level below that organism's threshold.

nticonvulsants fulfill this mission, it is thought, by mildly
epressing CNS activity, thereby suppressing hyperactive and

ypersynchronous neurona I discharges. Anticonvulsant treatment
ai lircs ,ccir, thcrt.t,,i-c, when exogenous or other endogenous sources
f stress are noit cotitrol led and cause the organism to exceed its
tress thre hold i: spite of the CNS effects of anticonvulsants. 0

The following case study illustrates the role of exogenous and
ndogeno~ts stress in maintaining chronic seizure disorders. It also
enerate hVpothee- regarding the effectiveness of adjunct

svchol ,ic.l1 t. rcat:,cnts for cases of epilepsy.

.



APPENDIX C

equesting Agency: U.S. Army Medical Department Activity, Fort Ord, California

3941. Autovon 929/2678/7591; POC: LTC Shoberg.

ata Processing Installation (DPI): H619

roject Officer: LTC John D. Shoberg, MSC, Director of Intern Training and

ssistant Chief, Clinical Psychology Service; Autovon 929-2678/7591; LOC (408)

42-2678/7591.

Leneral Description of Present System: Data required to prepare necessary

ePorts and docuients pertaining to psychological assessments are obtained

.y mnuai scoring. Complex ratios, scoring configurations, preliminary and

inal interpretations are rendered by members of the professional staff and

yped by the secretary.

;eneral Description of Proposed System:

S ystem Title: Clinical Psychology Assessment Support System (CPASS).

. Hardw'are Configuration:

quantitj Make & Model Price for each item 3 systems

3 Apple lie Computer 64K Memory

with Applesoft Basic

3 Disc Drive With Controller

3 30 Column Card $1,695.00 per package

3 Apple Monitor II

3 .i'onitor Stand
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SLtem'oc Co)St 1 UP Oetween 1*U. - 'Y '9can tie our criac.i=U
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Wi th-in Your Lomm-And is es:sential in ensu:B~rlinq SULCESt, I* hIs I
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&PPl~abie orocadures as well as recjulations . berier a i . t -eS
AM) will assist in the preoarat~on of Your proposal and with
.:ChedjLLL inq_ ito apcarance before, reouired lclcommit ttes ESL(Li

-AS the (UtOMation bi~udance LOUncil or K~U2~~ eview Uominittee
(or simliarly named councils; as mfay be repuired by locAl alrc
e.Btablished H6U procedures) for thleir consi dErat ~on and
reLUMIIlenCation to your commander reciardlir0 auoronval and!
~,rioritie-s tor a:IiqUlsition LISinq Jialalable Sources. of +tnLinQ.
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The Froposal

[hie actual critical appendices from the Li-'AS prooocsal are
oresented in appendices C and U) of this paper. Thev may be
consiocred within the "oublic domain" and may Le copied in wart

o~r as a whole with modifications--adaptincj them to your local
c ircLum st a n ce t. binLC approval of these uocuments,. the format of
'Lhe A~ppendixc C. HSUL Supplement 1 to AR 18-1 has cha nqed. [Ihe
Primary difference is that the new format for f)poencli, U-
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-ET~LISHIN6 1) MICRL)MPUTER SUPPORTF SYSTEM

FUR F'SYCHULULP)-L i--ICES

LWL John D. b'hoberp, Ph.D.. MISL and Mt-4j beorqe BiumIT. M.A., MbL;
bilas L6. iHavs Arrny Community Hosoital

Fort Ord. California .Yl5u

his paper is designed to be a practical gUide +or-
obtainina microcomputer hardware arid so+tware tor the
su,,poort 0± clinical psycholoqical assessment and other
psychological services;. Documents utilized in the
, evel ooment ot the Cl ini cal F'sychol og,) A'ssessment Support
S-ystem (CL-'SS) at LSiLltS Hays i:-rmv Community Hospital are
uised as a concrete ex~ample of a SLCceSStutl proposal. Th e
CF IS zsystum consists of several microcomputers currentlyv
SuIpporting psychological services and the psychology
internship progrAm at Fort Urd. ThMe emphasis of this
pciper is on the practical aspects ot how to establish a
microcomputer system within HbC. Ihe heart of any
, ucceSSt~ul proposal is the required appendices (C; & D)
unuer applicable H6C requlations. The actual appenOiL2
+rom the CFASS proposal. which were carefullY coordinated
to advanced copies of the content of HbC Heoulation -.
"Use and Con Lrol o+ F'sycholoqical Test Materials". -And
ieoal research supporting this reOLLlation are pretenteL..

introducti on

In r ecerIt YearS the use Of computer technoloov has incr eased
-Leeininuly geometrically in (American buiSiness, edukcation,-1 and the
pro;+LEssions,. Fresumnabiv LieCaUse of neeos +or standaraization;,
-ontroi and order in this process. QUidelines have been
UL.Evelupced tor the s election and purcnase of computer svsLemzs
Yi tlin H6L And trie I~rmv as a whole covernan a wide ranae of
pcissibi e apolicationE.. including t,'Ie ILL E- U+ m. Lr OCroceLS isor s ir;
--UQPO(t 0+ psZ'ChIOl 01 cal servi ces. 1 ~spaper represents an
attempt to simplify thie staff worln neceLssary to enikble an ilrmy
hkuspotail. medical center or community mental health- zctivi',',,
clinIalZ PSYCholoQy SerVice to apply for and acguire
;iiicrccomPutter and software Support.

The CoUI sit ioni ProcessL.

i-opiicable regulations include AR 16-1. HbSC Supplement I to AH-'
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by the therapists could have contributed substantially to Mrs. G's
increased self-esteem, shift in locus of control, etc.

"Instrument decay", "practice effects", statistical regression,
and/or response - shift bias may also have affecti-d psychometric
variables. These effects are caused by imperfect test - retest
reliabilities of psychometric instruments, differences in the
patient's approach to psychometric evaluation between pre- and
post-testing, and/or other autonomous changes in the testing condi-
tions.

In view of these potential confounds, the results of the
present study should be viewed as tentative until confirmed or
disconfirmed by more controlled studies.

Footnotes

The opinions or assertions contained in this paper are the

private views of the authors and should not be considered as
official or as reflecting the views of the Department of the

Army or the Department of Defense.
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she was engaging in more church-related activities and was receiving
the positive social reinforcement she desired. Although she still
demonstrated a tendencv to misperceive some events -- such as pre-
suming that others were laughing at her -- , she was able to deal with
these thoughts in a more rational manner.

The shift in locus of control exhibited by Mrs. G. also appears
to be of therapeutic significance. Rather than viewing her health as
being controlled by health care professionals or fate, Mrs. G. began •
to recognize the degree of control she could exert over her disorder.
In other words, rather than reacting to events, Mrs. G. began to
"proact" and behave in such a way as to promote health.

Mrs. G's increased self-esteem may also have contributed to her
reduction in seizure frequency. Rather than viewing herself as 0
defective and somehow wicked, Mrs. G. began to see herself more
realistically, as an individual with strengths and ordinary foibles.
Although she demonstrated a decline in the number of positive self-
descriptors enuorsed, this was more than compensated for by the
dramatic reduction in the number of unfavorable self-descriptors
she chose.

The generalizeability of the results of the present stud\ to
groups of epileptics in unclear. While this case certainly provides

anecdotal evidence as to the efficacy of stress management training
in reducing seizure frequency, several sources of error may serve to
confound the obtained results. First of all, reliance upon self- S
reports as a measure of seizures frequency is less than desirable.
Such self-reports may be unreliable due to potential memory problems
or due to unintentional biasing of such reports to please the
therapi st.

It is also possible that historical or maturational variables ..
may have influenced the outcome. For example, it is possible that
events unassociated with treatment may have had an impact upon Mrs.
C's reduction in seizure frequency. Alternatively, because seizure
frequency was not accurately assessed for an adequate length of time
prior to beginning treatment, this case study may have fortuitously
capitalized on random variation in seizure frequency or may S
represent observation of fluctuation in a much longer cycle of
seizure activity. It is also possible that the observed effects
represent a spontaneous remission of symptoms.

The therapeut ic ca ins noted in this case may a] so be explained,
in part ir in whole, bv the reactivity of behavioral measures. It S
ha) long bet-n noted th.at the process of measurement may effect
changes in that which is being measured. Thus, it may be that non-
specific processes related to ssessment and treatment may have
been more beneficial to the patient than stress management training
per se. Certainly, the acceptance and understanding demonstrated
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Discussion

It appears clear that behavioral interventions can be used with
great effectiveness as an adjunct to anticonvulsants. Reductions in
seizure frequency and severity can be achieved in a relatively short
period of time without the use of cumbersome and expensive
electroencephalographic biofeedback equipment. Furthermore, as
demonstrated in the present case, significant therapeutic gains can
be achieved without radical restructuring of characterological faults.
Moreover, therapeutic gains can be obtained even in cases of chronic,
severe epilipsy.

The dramatic reduction in seizure frequency observed in this case
lends anecdotal support to Javanovic's (1974) notion of a seizure
threshold. Mrs. G's combined use of anticonvulsants and stress
management techniques allowed her to maintain her endogenous and
exogenous stressors at a level below her seizure threshold. When
additional, uncontrolled stress was placed upon her, as during week
17 of follow-up when she became physically ill, her seizure threshold
was exceeded and a flurry of seizures resulted.

It is not clear which components of stress management training
contributed to the observed therapeutic gains. A strong case can
be made for the utility of relaxation training in that almost all
current forms of psychological interventions for seizure disorders
(e.g., SMR biofeedback, desensitization) involve either a direct
or indirect acquisition of a relaxation response. Indeed, many S

epileptics have found that relaxation during the prodromal phase
of seizures can "paradoxically" be more effective in aborting
seizures than struggling against seizure onset.

Mrs. G. did not demonstrate significant dietary or exercise
modifications. Thus, it is unlikely that education regarding ]
healthful life styles, in an of itself, contributed significantly
to the observed therapeutic gains. It can, of course, be aruged
that compliance with this component of treatment might have
enhanced the therapeutic effect. Additional systematic investi-
gation is necessary before the proportion of variance in outcome
attributable to life style modifications can be quantified. S

In the present case, cognitive restructuring and assertion
training appeared to be of considerable benefit in breaking the
vicious cycles contributing to Mrs. G's stress. Instead of view-
ing increased seizures as an indication of her owy, wickedness,
Mrs. G. was able to interpret her seizures as a challenge to be 0
overcome in order to provide an inspiration for others afflicted
with serious health problems. Socially, she was less suspicious
and was able to approach others more appropriately. At last report,
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* During the course of treatment, Mrs. G. achieved a more realistic
F perception of responsibility for her health, i.e., a shift from external
Lj to internal locus of control was noted. Her self-image became more

favorable, and her somatic complaints decreased in number. Althougzh
* her level of trait anxietv (i.e., her chronic predisposition to respond

to threatening situations with anxiety) remained constant, a decline in
state anxiety (i.e., acute, situational anxiety) was noted. M'rs. G.
also endorsed fewer psychopathological symptoms. In particular, gains
were noted in the areas of o'sessive-compulsive traits, interpersonal
sensitivity, anxiety, phobic concerns, paranoid ideation, and psvchoticisn.
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largely a consequence of her chronic neurological dysfunction and
that a diagnosis of psychosis was unwarranted.

In regards to her perception of locus of control in health- 0
related matters, Mrs. G. displayed a tendency to view health care
professionals as largely responsible for her state of health. At
the same time, she tended to minimize her own degree of responsibility
for, or control over, her physical health. Mrs. G. appeared .-

characteristically somewhat anxious and complained of a moderate degree
of acute distress. She also displayed an inordinate number of somatic S
complaints. She tended to be self- critical, and her self-image was
inappropriately low. Mrs. G. was interpersonally sensitive and admitted

to some paranoid ideation.

PROCEDURE: Mrs. G. was provided with stress management group

therapy consisting of: 1) instruction in relaxation techniques including 0
muscle relaxation, self-hypnosis, and guided imagery, 2) education into
the positive roles of diet and exercise, 3) instruction in cognitive
restructuring techniques, and 4) assertion training. The group was
unselected and represented a random sample of patients referred for stress
management.

Psychometrics, obtained prior to and at the end of therapy, and 0
self-reports of seizure frequency served as dependent measures. Follow-
up self-reports of seizures frequency were obtained for a period of 32
weeks following treatment.

Results

During the course of treatment, Mrs. G. demonstrated an 84%
reduction in seizure frequency, going from an average of 12 seizures
per week to only two seizures the week following the end of treatment. ....

With some minor fluctuation, this improvement was maintained during S
the 32 week course of follow-up with only one exception. During the
17th week of follow-up, Mrs. G. experienced 10 seizures. This rather
anormalous increase in seizure activity was associated with a period
of physical illness (urinary tract infection), and a return to the
post-treatment seizure frequency was noted as the infection cleared.

These data do not reflect the qualitative changes in seizures 0
reported by Mrs. G. Prior to treatment, Mrs. G. experienced -n average
of two grand mal seizures per week. Following treatment, she reported
only two grand mal seizures during the entire 32 week follow-up
period.

Table I documents pre-versus post-treatment changes in T - scores
on 18 psychometric variables. As can be seen, changes in a therapeutic -
direction were obtained on 12 of these 18 measures. The probability
that these results were obtained by chance is quite small (p=.0708),
suggesting that mere statistical regression toward the - -in is an
unlikely explanation for this phenomenon.
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The second vicious cycle stems from her approach to social interactions.
Mrs. G. is embarrassed by her affliction, and the possibility of seizing
in front of others causes her considerable psychosocial stress. As a
consequence, her social overtures appear cautious, hesitant, and timid.
Such overtures infrequently result in positive social reinforcement and
lead Mrs. G. to become even more withdrawn and anxious. This social
anxiety, and the stress it produces, probably contributes to more
frequent seizures.

PSYCHOMETRIC EVALUATION: Mrs. C. is normally intelligent, and her
Verbal skills are only mildly attenuated relative to her Performance
skills. A review of her WAIS subtest scores reveals no statistically
significant scatter. Only one subtest (Arithmetic) falls below normal
limits.

Mrs. G's short-term recall of verbal and visual material is with-
in normal limits and at a level commensurate with her intellectual
abilities. However, a weakness is noted in her short-term recall of
paragraph-length verbal material. Her intermediate memory functions
are mildly attenuated with a modality-specific weakness noted in her
intermediate recall of visually presented stimuli. Her long-term
memory processes are within normal limits. 0

As was noted above, neuropsychological evaluation reveals mild
generalized cerebral dysfunction which is greatest in the
temporoparietal cortices bilaterally (Left greater than Right).
Although her simple sensory processes are intact, bilateral tactile
and auditory suppression errors are noted (Left greater than Right)
upon bilateral simultaneous stimulation. Finger agnosia and "
dysgraphesthesia errors are noted primarily on her dominant (Right)
hand. Although her phonemic discrimination abilities are intact,
Mrs. G's verbal fluency is attenuated. Her ability to discriminate
rhythmic sound patterns is weak. A weakness is also noted
bilaterally in Mrs. G's fine motor skills. Her performance on more
complex sensorimotor integration tasks is impaired. S

During neuropsychological assessment, when confronted with a
relatively difficult experimental measure, Mrs. G experienced a
psychomotor seizure. She sat back abruptly in her chair, turned her
head from side to side, and stared blankly. This was accompanied by
bilateral rotation of her arms, moans, and cries of "help me!"

Personality screening suggested the presence of significant S
psychopathology, possibly of a paranoid schizophrenic nature. Indeed,
material emerged during the clinical interview which tended to
support such a diagnois. For instance, Mrs. G. was suspicious that
others were talking about, laughing at, or otherwise avoiding her
because of her seizure disorder. She also recalled an episode, possibly
an aura to a seizure, wherein she experienced an "evil force" or 0
"the Devil". However, no disturbances of thought were noted that could
not be attributed to the length and phenomenology of Mrs. G's seizure
disorder. Thus, it was suspected that her anomalous MMPI profile was
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Method
0

SUBJECT: Mrs. G. is a 50 year old, married, Caucasian female with
a 35 year history of poorly controlled psychomotor and grand mal seizures.
Her seizures began at age 15 following a closed head injury sustained
during an automobile accident. Mrs. G's father apparently suffered an
idiopathic epilepsy which was uncontrolled. She recalled, with sadness,
the tribulations of her father, who was fired from several jobs because of S
his illness.

Mrs. G is in good physical health. She is compliant with her daily
anticonvalsant regimen of phenytoin sodium (500 mg), carbamazepine (500 mg),
and acetazolamide (200 mg). In spite of this, Mrs. G. experienced an
average of 12 seizures per week. There were no changes in anticonvulsant
medications during the course of the present study.

A neurodiagnostic work-up established a definite physiological basis
for Mrs. G's epilepsy. Repeated EEGs revealed left temporal slowing. In
addition, a previous CT-scan revealed a left posterior temporal encephalo-

malacia. Although no prodromal symptoms are currently observed, Mrs. G.
reports that her seizures were previously preceded by an aura of rising
epigastric distress. Behaviorally, Mrs. G's seizures are frequently

accompanied bv urinary incontinence. "oreover, she has frequently injured
herself -- burns, lacerations, hecid injuries -- during seizures. A

neuropsychological examination, <r formed in conjunction with psychological
treatment, was consistent with pr,_vious neuro(liagnostic findings, and 0
indicated mild generalized certril ivsfn!ction which was greatest in
the temporoparietal cortices hilite-trl1v (left greater than right).

Mrs. G. also has a lon, history of dvspareunia and attenuated
libido, for which she previously received traditional psychotherpy.
This previous psychological intervention failed, probably because the
therapist failed to consider Mrs. C's neurological status [it is
established (e.g., Shukla, Srivastava, and Katiyar, 1979) that many
temporal lobe epileptics are hyposexual or experience sexual dysfunction].

It appears clear that Mrs. Grs seizure frequency is related to
her level of physical or perceived psychological stress. For instance,
a review of her medical records revealed significant increases in
seizure activity on several occasions when her husband was due to be
transferred overseas. Similarly, Mrs. G's seizure activity increased
during periods of physical illness.

Two vicious cycles appear to contribute to Mrs. G's level of stress.
One results from her apparent hyperreligious orientation, which leads her
to view her seizures as a burden placed upon her by God. Viewing increased
seizures as an indication of her own sinfulness augments her anxiety and
guilt, thereby increasing her level of stress and triggering more seizures.
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Quantity Make & Model Price for each item 3 systems

3 Disc Drive - additional
without controller 395.00

3 MMPI Report (570-CP) Software 149.00

3 Surge Suppressor 60.00

3 Epson FX 80 Printer 699.00

Total each system: $2,998.00

Since the above e:uipment cost is less than $3,000. the equipment request

(Appendix D) will be sent to the MEDDAC Commander for his consideration

upon HSC approval of this document.

c. Location of Hardware: 0

(1). Clinical Psychology Service, Building T-3014, Main Post, Fort Ord.

(2). Community Mental Health Activity (CMHA), Building 2990, Main Post,

Fort Ord.

(3). Hospital Section, Clinical Psychology Service, 7th Floor, Silas B.

Hays Army Community Hospital, Fort Ord.

d. Language: BASIC

e. System Description:

(1). Function: To provide automated psychological assessment testing/

evaluation scoring and interpretation for patient care purposes in the

Department of Psychiatry, Clinical Psychology Service, Silas B. Hays

Army Community Hospital, and the Community Mental Health Activity,

Clinical Psychology Section, MEDDAC.

(2). Objective: To increase the availability of psychological services

while reducing the manhours required to score and interpret psychol-

ogical tests, instruments and other data in support of psychodiagnostic

ano treatment services. To provide for increased effectiveness of as-

signed personnel. To provide easy appropriate storage and rapid
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accessibility of assessment results. To reduce manhours required to

provide needed services which are presently or should presently be pro-

vided in support of Army agencies such as the Alcohol and Drug Abuse

Prevention and Control Program and Fort Ord Correctional Confinement

Facility (stockade).

(3). Scope of Operations: System should provide automated timely gen-

eration of test/evaluation scores. Within minutes of input basic scales

should be scored/interpreted with output reflecting narrative, critical

items, profiles and interpretation as appropriate for consideration of

the professional staff.

C-6 Background: Currently a large volume of psychological evaluations requir-

ing psychological testing is managed by the Clinical Psychology Service in

the Clinical Psychology Service Building (T-3014) and within the Silas B.

Hays Army Community Hospital building/wards as well as at the Community

Mental Health Activity, Clinical Psychology Section, located in building

T-2990, Fort Ord. The physical locations and patient populations served at

each of these MEDDAC activities differ markedly in terms of the nature of

the populations served and their needs.

a. The Clinical Psychology Service serves a largely dependent (.family

member) population including a unique emphasis on children and family

needs at its facility located about three miles from the main Silas B.

Hays Army Community Hospital facility. Testing/evaluation needs at

this facility reflect a family member/child psychology emphasis. Also,

the majority of the APA Approved Psychology Internship Program located

at SBHACH is taught at this location. Support is provided to the

ADAPCP and stockade from this base of operations.

b. Clinical Psychology Services delivered at the Silas B. Hays Army

Community Hospital building support inpatient and outpatient

psychiatric services, and the needs of hospital departments such

as the Departments of Medicine, Family Practice, Surgery, and the

Department of Primary Care/Community Medicine. There is a distinct

focus on inpatient consultations at this activity center in addition

to consultative and psychological services in support of out patient

functions.
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7-7

c. The Community Mental Health Activity, Psychology Section, serves a

primarily active duty population for clinical services and serves

Commanders for consultation purposes. It is located in a facility

separate from those noted in C-6 a and b above, and supports dis-

tinctly differing primary missions and populations.

C-7 Assumptions/Restrictions:

a. Assumptions:

(.). The majority of psychological-specific software is available

for Apple lie or similar Apple configurations. While any micropro-

cessor might be conceivably used, compatibility with available soft-

ware is a consideration which strongly suggests the use of the Apple

system would be an advantage to the government. Systems currently

functioning successfully at Walter Reed Army Medical Center, Fitz-

simmons Army Medical Center and proposed for Madigan Army Medical

Center are all configured with Apple hardware. The likelihood newly

assigned users would be familiar with the idiosyncracies of the local

system would be enhanced by our obtaining similar equipment.

C21. The systems will begin with MMPI Report (.570-CP) software in

order to initiate the system and to become more familiar with the

use of on-line computer technology. As the system becomes increas-

ingly familiar other software packages will be obtained using OMA

funds and/or will be produced locally.

b. Restrictions:

(I). The use of psychological tests/instruments in assessment/psycho-

diagnostic activities has been addressed in numerous state, federal,
and Supreme Court decisions in recent years. Issues which have been

brought to the courts have included: The Education of the Handicapped

Act (PL 94-142), The Rehabilitation Act, alleged violations of the S _

Constitution, The Civil Rights Act, The Sherman Act, and The Social
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Security Act, to mention a few. The manner and conditions of control

and confidentiality of psychological test program results and of

psychological test security maintenance by psychologists also have

been reviewed in court decisions. Provisions for the delivery of

psychological services are made in HSC Regulation 10-1 and local

supplements. Other regulations provide for the maintenance of psych-

ological records, test data, and for patient administration, such

as AR 40-400.

(2). Judgments of the courts have been based on whether psychological

instruments, tests, or procedures had been employed in a manner ac-

ceptable to current professional practice. The legality or accept-

ability of use of tests, instruments, or procedures appears to have

hinged on conformity to both the Standards for Educational and

Psychological Tests and the "Ethical Principles of Psychologists,"

which are published by the American Psychological Association.

(3. In view of the necessity for conformance to appropriate profes-

sional standards it is essential that only appropriately credentialed

psychologists act as custodians of the CPASS system. Further, no

production of the system may be considered applicable to a particular

patient without the written signature or authentication of an ap-

propriately credentialed psychologist. HSC Regulation 10-1 does not

provide for the delivery of psychological services in any service/

section other than within the structure of an appropriately consti-

tuted Clinical Psychology Service. If no appropriately credentialed

psychologist is present to authenticate results, the CPASS system will

not be permitted to be utilized for its purpose as stated.

(4). A categorized listing of federal and Supreme Court cases involving

psychological techniques, tests, and instruments follows. The opinions,

annotations or assertions implied in/by this listing as contained herein

are the private views of the POC for this project, LTC Shoberg, and the

current HSC Psychology Consultant, and are not to be construed as of- _

ficial or as necessarily reflecting the views of the Staff Judge

Advocate, the Department of the Army or the Department of Defense.
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1. CONSTITUTIONAL

a. Insanity: (Psychological Procedures in Mental Disorder and Mental Capacity/

Responsibility Determinations)

Jenkins v U.S., 307 F. 2d 637 (D.C. Cir. 1962 en banc); 117 U.S. App.

D.C. 346 (1962) rehearing; 330 F. 2d 222 (1962).

b. Equal Protection:

Washington v Davis, 96 S Ct. 2040 (1976).

c. Functional Literacy:

Debra P. v Turlington, 474 F. Supp. 244 CM.D. Fla. 1979); 644 F. 2d

397 (5th Cir. 1981).

d. Inadequate Prison Health Care:

Ruiz v Estelle, 503 F. Supp. 1265 (S.D. Tex. 1980).

e. False Arrest:

Smiddy v Varney, 652 F. 2d 866 (9th Cir. 1981); 665 F. 2d 261 (9th Cir.

1981).

2, CIVIL RIGHTS/EQUAL EMPLOYMENT OPPORTUNITY (.Employment Discrimination - Selection,

Hiring, Promotion)

a. Racial:

(1) Douglas v Hampton, 512 F. 2d 976 (D.C. Cir 1975).

(2) Firefighters Institute, Etc. v City of St. Louis, 549 F. 2d 506 (Sth

Cir. 1977).

(3) U.S. v City of Chicago, 573 F. 2d 416 C7th Cir. 1978).

(4) Dickerson v U.S. Steel Corp., 472 F. Supp. 1304 (E.D. Penn. 1978).

(5) Guardians Association of New York City v Civil Service, 630 F. 2d 79

(2nd Cir. 1980).

(6) Corley v CitX of Jacksonville, 506 F. Supp. 528 (M.D. Fla. 1981).

(7) Contreras v City of Los Angeles, 656 F. 2d 1267 (9th Cir. 1981).

b. Racial and Sex:

(1) U.S. v City of Buffalo, 457 F. Supp. 612 (W.D. N.Y. 1978).

(2) Vanguard Justice Society, Inc. v Hughes, 471 F. Supp. 670 (D. Md. 1979).

(3) Pegues v Miss. State Employment Service, Etc., 488 F. Supp. 239 (N.D.

Miss. 1980).
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c. Sex:

(1) US. v Corn of Virginia, 454 F. Stpp. 1077 (E.D. Va. 1978).

(2) Berkman v City of New York, 536 F. Supp. 177 (E.D. N.Y. 1982).

3, EDUCATION OF THE HANDICAPPED ACT:

a. Schools - Handicapped Children:

(1) Campbell v Talladega County Board of Education, 518 F. Supp. 47 S

(N.D. Ala. 1981).

(2) Gladys J. v Pearland Independent School District,520 F. Supp. 869

(S.D. Tex. 1981).

(3) Stacey G., Etc. v Pasadena Independent School District, 547 F. Supp. 61 S

(S.D. Tex. 1982).

b. School - Discrimination in Special Education:
'r-S

(1) Larry P. v Riles, 495 F. Supp. 926 (N.D. Calif. 1979).

(2) Parents in Action on Special Education (PASE) v Hannon, 506 F. Supp. 831

(N.D. Ill. 1980).

(3) Papacoda v State of Connecticut, 528 F. Supp 68 (D. Conn. 1981). S

4 REHABIlITATION ACT

Anderson v Banks, 520 F. Supp 472 (S.D. Ga. 1981). 0

5, SHERMA1 ANTITRUST ACT (Psychologists' Independent Application of Psychological

Evaluation Techniques)

Virginia Academy, Etc. v Blue Shield of Virginia, 469 F. Supp. 552 (E.D. Va

1979); 501 F. Supp. 1232

(E.D. Va. 1980) .
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6. SOCIAL SECURITY ACT (Disability Impairment Definition)

a. Paskowski v Finch, 316 F. Supp. 1050 (W.D. Penn. 197Q

b. Neumerski v Califano, 513 F. Supp. 1011 (.E.D. Penn. 19811

7. LABOR RELATIONS CSecurity and Control of Psychological Test Program and Results)

Detroit Edison Co. v National Labor Relations Board, 560 F. 2d 722 (6th Cir.

1978), vac, 99 S. Ct.

1123 (19791.

C-8 Security Requirements: Privacy Act Data. Medically Sensitive Data.

C-9 Similar or Identical Systems: Software packages are available for MMPI -

scoring and reports, WISC-R reports, Rorschach ratios and scores, Sbordone/

Hall Memory Batteries, Digit-Digit Tests, Cognitive Rehabilitation Procedures

and many other functions, instruments, and tests. Vendors such as Psych-

ological Assessment Resources, Inc. and Precision People, Inc. are con-

stantly increasing software availability.

C-10 System Interface: None

C-11 Statutory and Other Regulatory Requirements:

a. See C-6, b, Restrictions above and C-7, b C4) (....a categorical list-

ing of federal and Supreme Court cases ....).

b. The customary requirements of DOD, DA and HSC Standards.

C-12 Workload Data:

a. Input: Psychological test responses, test data, cognitive training

responses and basic identifying demographic data.

b. Output: Test score raw data, T-scores, test profiles, suinary data,

interpretive statements, report summaries.
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c. Data: Reference basic system documentation of appropriate software

selected.
0

d. Estimated man months: System implementation will require more.

Setup time will be provided by the vendor. Preventive maintenance

will be obtained thru the vendor of the system and in accordance

with local logistical support SOP. Routine non-technical

operations will be performed by user whenever reasonable and with-

in the scope of applicable MEDDAC SOP or olicy.

C-13 Desired Operational Date: 15 December 1983. 6

C-14 Priority: The CPASS is the number one short-term priority for the Clinical

Psychology Service and Department of Psychiatry.

C-15 Cost Tangible or Intangible Benefit: The automation of services as stated

above will result in tangible increases in the availability of quality

psychological services to the SBHACH and MEDDAC catchment populations. For

example, at present only limited psychological assessment support is avail- 0

able to the ADAPCP and for psychiatric and other inpatients. Specifically

the (CPASS) system should provide for the opportunity to better support the

assessment of up to 200 newly referred clinics to the local Alcohol and

Drug Abuse Prevention and Control Program (ADAPCP). This program has no

organic psychological support provided for on its TDA at present. Thus,

they must rely on the support of the Department of Psychiatry and Clinical

Psychology Service for psychological consultation and support of their as-

sessment and service delivery needs. The CPASS system would support approx-

imately 50 psychological assessments monthly at the CMHA: and, 30 to 60 as-

sessments per month accomplished by the Department of Psychiatry, Clinical

Psychology Service. This system will enhance the effectiveness of present

staff by saving approximately 500 of staff costs per each psychological

test the system scores and/or interprets and will enable presently existing

staff to increase productivity accordingly by accomplishment of routine

repetitive tasks more efficiently. It is conservatively estimated that ap-

proximately 15% of the time of the psychology offi.ers and civilians assigned -

is presently devoted to tasks which the CPASS system would support. There
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are four psychology interns and five full time psychologists assigned to the

activities which would manage the three proposed microcomputers of the CPASS

system, Assuming the average salary of those officers concerned to be

$30,000 and that the CPASS system would save 50% of costs for the 15% of

their time devoted to routine assessment tasks the CPASS system would save

approximately $20,250.00 in its first year of operation. Resources thus

saved could be devoted to patient care activities not presently being

accomplished or to increase the availability of assessment services.

C-16 Statement of impact if system is not approved: Clinical Psychology Service

would continue to be supported by manual systems presently utilized. In

particular, services to the ADAPCP program perceived as needed by the

ADAPCP clinical consultant would not be accomplished without augmentation

of capability as requested. And, more broadly, those services delivered

would in many cases be less timely than advisable and thus patient care

would be less efficiently delivered by all MEDDAC departments, services,

and activities supported. The untimeliness and lack of quantity of needed

services would thus continue to negatively impact on fulfillment of the

MEDDAC mission.

C-17 Point of Contact: CAMO), Mr. George W. Chesleigh, DAC, 'hief, System

and Programming Branch, Autovon 929-6335; LOC (A081 242-6335.

C-18 Telecommunications requirements: None.

30
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APPENDIX D

Section I. Identification

Assigned Responsible Agency: See Appendix C.

DPA Code: See Appendix C.

Functional Point of Contact: ADP point of contact. POC: LTC John D. Shoberg,

MSC, Director of Intern Training and Assistant Chief, Clinical Psychology

Service. Autovon 929-2678/7591; LOC (408) 242-2678/7591.

Section II. Specified ADPE Requested

Description of Requested Specified ADPE:

a. System(s)

Quantity Make & Model Price for each item 3 systems

3 Apple Ile Computer 64K Memory

with Applesoft Basic

3 Disc Drive with Controller

3 80 Column Card $1,695.00 per package

3 Apple Monitor III "

3 Monitor Stand

3 Disc Drive - additional without

Controller 395.00

3 MMPI Report (570-CP) Software 149.00

3 Surge Suppressor 60.00

3 Epson FX 80 Printer 699.00

Total each system: $2,998.00

b. Materials available from local dealers.

C. ADPE to be released: None.
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5 Equipment Selection Evaluation:

a. The above requested equipment is needed to provide the Clinical Psychology -

Service, Department of Psychiatry (subsections individually located at

both SBHACH main building and the Clinical Psychology building, one each)

and the Clinical Psychology Section, Community Mental Health Activity,

SBHACH (one each) the use of software packages already written for the

Apple Computer for automated psychological testing, scoring and inter-

pretive assistance to assessments (e.g. WMPI, with report, Rorschach

Scoring, Sbordone/Hall Memory Battery, Digit-Digit Test, WISC-R inter-

pretation, etc.). (See Appendix C.) This software is available thru 0

normal acquisition channels and is designed specifically for the above

ADPE. The Epson FX 80 printer is chosen for its low cost and reputation

for reliability, and is known to be compatible to all of the software .

noted. The two disc drives are necessary for comprehensive use of the

software packages, to make back-up copies of software and data, and to

ensure continuous operation in the case where one disc drive becomes

disabled,

b. The use of the CPASS systems and its ADPE is required for the following

reasons:

(1) The missions of the Clinical Psychology Service, Department of

Psychiatry and the Clinical Psychology Section, Community Mental Health

Activity, require large numbers of extensive psychological assessments.

For example, some clinical instruments such as the MMPI might be

considered essential to nearly every assessment accomplished. The

present manual system of scoring and interpreting the MMPI by hand

requires many manhours doing a task which could be more effcctively

accomplished by the CPASS systems. The automation of some of the

frequently used psychological tests would reduce the heavy work

demands on existing personnel and allow further services to be del-

ivered. It follows that more efficient utilization of personnel would

result.

(2) The requested ADPE and the automation of psychological testing was

commercially designed and has been available in Clinical Psychology

Services at other Army facilities (e.g. Walter Reed, Fitzsimmons) for
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several years. It has proven to be cost effective and efficient resulting

in improved utilization of the staff and increased availability of services. -

(3) Scoring of psychological tests has been done manually by Clinical

Psychology Service staff members. A recent survey of time required for

administration, scoring, interpretation and report writing of the MMPI by

LTC Tim Jefferies suggests that each NPIPI requires on the average 60 min-

utes to process not counting secretarial typing time (administrative ex-

planation to patient- 10 minutes, scoring of basic scales- 20 minutes,

interpretation and write-up- 30 minutes). The CPASS system would enable

each utilizing activity to score the basic scales along with additional

scales, perform critical-items analysis, produce a graphic profile and an

interpretation in writing in considerably less time. Also, a majority of

clinicians feel that fewer errors result from use of an automated system

as described.

Characteristics of the designated items that enables the system to satisfy

the specific needs: Software is readily available having widespread

clinical acceptance. Also, adaptation to reflect local norms and recently

gathered Army wide normative data is possible. Two staff members at this

installation have experience in program/software design for automated

psychological testing systems; thus enabling the staff to upgrade or pro-

duce software uniquely suited to needs at this installation.

I. No other systems were considered due to software requirements/availability.

Availability of GO excess ADPE to satisfy requirements: None.

:unding for ADPE: Capital Expense Equipment Fund money has been reserved for

:hese purchases.

i. Recommendation as to lease or purchase: Capital Expense Funds are

"purchase only" money.

A AP or AACOB cross reference: None.

MEDCASE ID number: Not applicable.
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Section III. Systems Information
0

Curren requirements:

a. While almost any ADPE equipment could conceivably be adapted, the current -

requirements and easy availability of software to match the requested 
0

systems make it impractical to adopt other options. Since the majority

of psychological software for microcomputers is available for the Apple

system, other alternatives to those requested are considered essentially

impractical. Also, the present manual mode of provision of services does

not allow for the large scale needed psychological support the Clinical

Psychology missions require. See Appendix C attached,

b. Deficiencies or disadvantages of current method of processing data:

See Appendix C attached.

ADP resources sharing: Sharing of software available from some government ,

agencies such as the Veterans Administration is possible. However, sharing

of hardware is not feasible nor cost justifiable.

Costs:
0

a. One-time costs: Three boxes of diskettes at $40.00 each, three graplers

and interface equipment at $125.00 each, and ten printer cartridges at

$8.00 each. $2,999 maximum total purchase cost.
0

b. Recurring costs: Data Processing Division SB11ACH will supply printer

ribbons and paper.

c. Training needed is included in the one-time purchase cost.

Personnel costs: No additional manpower is required to operate desired

equipment.
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